CALIFORNIA ﬂJ .
DENTAL 161/D0121 UnitedHealthcare

SCHEDULE OF BENEFITS

Welcome to the UnitedHealthcare SignatureValue (HMO) Dental 161 plan. This publication is a legal document called
Schedule of Benefits. It provides the details of your plan, including Exclusions, along with a list of dent al

procedures and their corresponding Copayments (the amount you pay to your Assigned Dental Provider Group at
the time of your visit).

This publication is part of your Combined Evidence of Coverage and Disclosure Form. Together, these documents
explain your coverage. For additional information, please contact Customer Service at 1-800-228-3384.

The following Copayments apply ONLY when treatment is performed by your Assigned Dental Provider Group.

Code Procedure Copayment
1. DIAGNOSTIC
— L@ ToT IR OSSPSR $0
D0120  PeriodiC Oral @XAMINGLION ..ottt ettt e bt h e bt eee R b et e s e e bt ee e s R e eb e nae s bt ebesaeebeeseeaeese e enes $0
D0140  Limited oral evaluation - problem fOCUSEA ...........ciiiiriiiiiei e et sb et $5
D0150  Comprehensive Oral €XamMINATION ..........c.ooiiiiieii ettt b e et bt na e b e b e et s b e et e neesb e bt nheebeeaeeneese e e ens $0
D0160 Detailed and extensive oral evaluation - problem focused, by report ............ccooiiiiinine e $0
D0170 Re-evaluation - limited, problem fOCUSEA ..........ooiiiiiieeie ettt ettt e b e et e e ae e eneesaeeseeneeeneasaeeneas $5
D0180 Comprehensive periodontal evaluation - new or established patient...............ccooiiiic e $0
D0210  Radiographs - intraoral - complete series (bitewings included) (once in any 2-year period) .........cccecevereieneneneseneenn $0
D0220 Radiographs - intraoral - periapiCal firSt filM ..o s $0
D0230 Radiographs - intraoral - periapical each additional film ..o $0
D0240 Radiographs - intraoral - OCCIUSAI filM ..ottt sb e ens $0
D0250 Radiographs - extraoral - firStfilMm ..o e NTCV
D0260 Radiographs - extraoral - each additional film ............coiiiii e s NTCV
D0270 Radiographs - bitewing - single film (4 in any 6-month Period) .........cccooiiiiiiiii s $0
D0272  Radiographs - bitewings - 2 films (2 in any 6-month Period) ..........ccoiiiii e $0
D0274  Radiographs - bitewings - 4 films (1 in any 6-month Period) ..........ccoiiiie e $0
D0277  Radiographs - vertical bitewings - 7 10 8 filMS ......cc.oiiiii s NTCV
D0290 Radiographs - posterior-anterior or lateral skull and facial bone survey film ... NTCV
D0310  Radiographs - SIalOgraphy .........ccccociieiee et e bbb e bbbt b e NTCV
D0320 Radiographs - temporomandibular joint arthrogram, including iNJECHON ............cceiiiiiiiiice e NTCV
D0321  Radiographs - other temporomandibular joint films, by report ... NTCV
D0322 Radiographs - tomMOGraphiC SUMVEY ...........cciriiiiiiiie ittt ettt e et e bt et b et nre b e NTCV
D0330  Radiographs - PanOramiC filM ..........coiiiii et e b e et et e e b et bt nn e b et na bt $0
D0340 Radiographs - cephalometriC filM ..o e e NTCV
D0350  Radiographs - 0ral/faCial iIMagES..........ccuririiriieiiee ettt e et sa e bbb bt nre b e ens NTCV
D0415 Test and lab exams - bacteriologic studies for determination of pathologic agents.............cccceoiviriniinnenniene NTCV
D0425 Test and lab exams - caries suSCEpPLibility tESES...........eiiiiiii NTCV
D0460 Test and lab exams - pulp Vitality tESES ........ooeiiriieee s $0
D0470 Test and lab exams - diagNOSHIC CASES ........ccuiitiiiiiiie e bbbt $10
D0471  Test and lab exams - diagnostic PROtOGIaPRS .........couiiiiuiiiei et sb e $0
D0472  Accession of tissue, gross exam, preparation and transmission of written report ... NTCV
D0473  Accession of tissue, gross and microscopic exam, prep aration and transmission of written report ................cccoce.e. NTCV
D0474  Accession of tissue, gross and microscopic exam,

including assessment of surgical margins for presence of disease, prep aration and transmission of written report.....NTCV
D0480 Processing and interpretation of cytologic smears, including the preparation and transmission of written report ....NTCV

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan

1 UnitedHealthcare Dental is a product of Dental Benefit Providers of California, Inc.



Code Procedure Copayment

[D10ST0) BN o 1153 (o] oT= Lig Vo) [oTo [ Tol =Y e= Ta g g F= Lo LSRR $0
D0502  Other oral pathology procedures, DY FEPOI ..........oo i ettt b e ettt e e e e saeeseeeeeemeasneeeas $0
D0999  Unspecified diagnostic procedure, DY FEPOIT ... ... o ettt et e b e et e e e e saeesaeeneeeneean NTCV
Il. PREVENTIVE

D1110  Prophylaxis - adult (ONCE EVEIY 6 MONENS) ........oiiiiiiiiiciicie ettt et e st e b e esbe e teeaseeaeesaeeseenesnsessnennas $0
D1120  Prophylaxis - child (ONCE VENY 6 MONLNS) .......cciiiiieieciecie ettt et e s b e e s b e e teeasesaeesaeeteeneeneesnnennas $0
D1201  Topical application of fluoride (including prophylaxis) - child (under age 18) (once per calendar year) ........c..ccccceeuenen. $0
D1203  Topical application of fluoride (excluding prophylaxis) - child (under age 18) (once per calendar year) ...........cccceeueneen. $0
D1204  Topical application of fluoride (excluding prophylaxis) - adult (once per calendar year) ...........ccccceevvieieeieececeieceeeiens $10
D1205 Topical application of fluoride (including prophylaxis) - adult (once per calendar year) ..........cccccceevvieieeceececee e, $10
D1310  Nutritional counseling for the control of dental dISEASE............ccueiueiiieiiiie e $0
D1320 Tobacco counseling for the control and prevention of oral diSEASE ..........cccecceeciiiiiiieiececee e NTCV
D1330  Oral hygiEN INSITUCHON ........oeieieeeiecie ettt ettt et e et e e e s aeesbeeseeasesasesseesseeseesseeasesaseaseenseensesaseaseenseensesnsassnensen $0
D1351  Sealant - per tooth (UNAEr @ge 18 ONIY) .....oueiieiiiee ettt et esr e e e s ae e beeseeseesaeenbeenseennean NTCV
D1510  Space maintainer - fixed - UNIAtEIal...............oouieiiiii ettt et e st e e e aeeseesseesseebesnnensnens $55
D1515  Space maintainer - fiIXed = DIIALEIAL...........c.iiiiiieece ettt ettt e st e s b e s se e aeeseeseesseesneereenneereans $55
D1520 Space maintainer - removable - UNIIAtEral ................oooiiiiii ettt aeeeaeens $55
D1525  Space maintainer - removable - DIIAtEral ..............cooiiiiiiiicece ettt reeneeeaeaas $55
D1550 Recementation of SPACE MAINTAINET ...........cciiiiiiiiicece et b et e e e s besaeesbe e teeasesaeesaeeseesneeneesseenns $0
illl. RESTORATIVE

D2110  Amalgam - 1 SUMACE, PIIMAIY .......ccciiiiiieerieereee ettt ettt e s e e s e e bt e s rese e s e e e s et e ne e e b e enesre et e nnesreebennenaean $14
D2120  Amalgam - 2 SUMACES, PIIMAIY .......couiiiiiieierieete ettt sttt h ettt e e e e e e s e e e b e b e e e s e s e s e s e s e neear e et e nneareenennennen $18
D2130  Amalgam - 3 SUMACES, PIIMAIY .......cccuiiiiiieierieeeee ettt sttt h ettt e et e e e s e e b et et e s e s e s e s e e e seear et e snesrennenrenren $22
D2131  Amalgam - 4 or MOre SUIMACES, PIIMAIY ......cc.oiiiiieieeiie ettt e st e e s b et e e e a e e e e b e b e snesrennennenne s $28
D2140  Amalgam - 1 SUMace, PEIMENENT .........cooi ittt e e s et e e e e e et e e e e e e e s b e b e sneareenenrenne s $15
D2150  Amalgam - 2 SUMaCES, PEIMENENT .........ccui ittt ettt e e e s et e e e e e s e e e e e s e e e s b e neesnearennenrennen $20
D2160  Amalgam - 3 SUMaCES, PEIMENENT.........ccui ettt e et e et e b e e e e e e e e e e e e e e e e s b e s e snearennesnenrens $26
D2161 Amalgam - 4 or more SUrfaces, PEMANENT ...t r et n e r e sresresnenrenne $34
D2330 Resin-based composite - 1 SUMACE, @NTEIIO ..........c.oo ettt ettt et e se e aeeeeeneeseeesneeneeeneaeneans $25
D2331 Resin-based composite - 2 SUMACES, @NTEIIOT .........coii ittt ettt et et e et e e eesseeaeeeeeseesseasseansaeneesseans $25
D2332 Resin-based composite - 3 SUMACES, @NTEIION .........oooii ittt e st e et e et e sseeaeeseeseesseasneanseeneesneans $25
D2335 Resin-based composite - 4 or more surfaces or involving incisal angle (anterior) .........cccoceoreiieiereiesesesee e $28
D2336 Resin-based composite Crown - @nterior-PriMAry...........ccccoeouerierireresire sttt e e sre st sresreseesre s seeens NTCV
D2337 Resin-based composite Crown - anterior-PermManent ............ccoeiiriiieirieeee e e r e nnennes NTCV
D2380 Resin-based composite - 1 surface, POSLEIOr-PrIMATY .........coocciiiiiiiieiiee e nne $49
D2381 Resin-based composite - 2 surfaces, POSLErOr-PriMary ...t $61
D2382 Resin-based composite - 3 or more surfaces, POSIEIIOr-PrIMEIY ..........ccoeiiriririeriee e $63
D2385 Resin-based composite - 1 surface, POStErior-pPEMMANENT ...........cccviiiiriiei e $66
D2386 Resin-based composite - 2 surfaces, pOSterior-permanent ... $85
D2387 Resin-based composite - 3 or more surfaces, poSterior-permanent ..o $102
D2388 Resin-based composite - 4 or more surfaces, poSterior-permManent ............cccoreiireiennene s $117
D2390 Resin-based COMPOSIte CrOWN, @NTEIION ..ottt ettt e e e e e st eneesae e beeseeneesaeesaeenseaneean NTCV
D2391 Resin-based composite - 1 SUIACE, POSLEIION .........ccuiiiiiiii it sr e nne $66
D2392 Resin-based composite - 2 SUIACES, POSIEIION ..........coiiiiiiireiee et nn e srenne $85
D2393  Resin-based composite - 3 SUIACES, POSIEIION .........coiiiiiiiee e $102
D2394  Resin-based composite - 4 or more SUrfaces, POSIEIION ..........cciririreriri e $117
D2410  GOld fOl = 1 SUIACE ... .eoeiiiieieeie ettt ettt ettt et e bt e eeeaeeeae e aeemeeemeeeaeaneeeaeanseamseemeeameaaaeenseeneeaneasaeenseennesnnanns $15
D2420  GOld fOil = 2 SUIMACES ... eeeeeeeeeee ettt ettt ettt et e et e te e eeeaeeeae e aeameeemeesaeaneeemeaseemseameeameaaneenseeneesneaaseenseaneesneanns $20
D2430  GOld fOl = 3 SUIMACES ... eeieeeieeiee ettt ettt ettt e e et e bt e eeeaeeeae e beameeameeeaeaneeeaeaseamseameeameaaeenseeneesneaaneenseeneesnnanes $26
D2510  Inlay - MEtalliC = 1 SUMTACE ™ ... ettt e e bt e s e e b e R e e s b e e b e enesr e et e sneen e bt enenaeas $75
D2520  Inlay - MEtalliC - 2 SUMTACES ™ ...ttt b et e e e e e e e e bt e nn e b e nnesr et e sreen e bt nneene s $90

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan

2 UnitedHealthcare Dental is a product of Dental Benefit Providers of California, Inc.



Code Procedure Copayment

D2530 Inlay - metallic - 3 OF MOIE SUMACES ™ .......ocieieiiceece ettt ettt e e sttt e et e e seesae et e saeesseenseeasesneesseeseensennnesnean $105
D2542  Onlay - MEtalliC - 2 SUMACES ™ ........oceiieieieeieeee ettt e e st et te e e s st e st e esseesseseensesasasseenseenseensesseeseenseennesnnan $120
D2543  Onlay - MetalliC - 3 SUMACES ™ ........ociiiieieeieeee ettt e e et te e e s et et e et e esseseeasesasasaeenseesseensesseeseenseennesnean $130
D2544  Onlay - metalliC - 4 OF MOIE SUMACES ™ ........oioiiiiieiticie ettt ettt ee ettt ee et e saeesbeeseeseesaeessesasesseeseensesnsesseeseensesneesnean $140
D2610  Inlay - porcelain/CeramiC = 1 SUMACE .......ccicouiieicieeie ettt et e st e st e e saeebe s e e e seenseeneesaeeabeenseeseesssenbeensennneas NTCV
D2620 Inlay - porcelain/CeramiC = 2 SUMACES .........cceieeiieiice e ettt ettt et e sae et e st e teesaeebesaseeseeaseeseesaeeabeenseeseesssenseensennneas NTCV
D2630 Inlay - porcelain/CeramiC = 3 OF MOIE SUMACES ........cccueiiiiiieiiieie e st et ste et e st et eesteetesae e s e e reeeesaeesbeenseesessasenseenseaneeas NTCV
D2642  Onlay - porcelain/CeramiC = 2 SUMACES ........c.ciueiieiiieieiieciesteesteete st et e ste et e st e st e e saeeaesaseeseesresseesaeeabeenseeseesssesseensenneess NTCV
D2643  Onlay - porcelain/CeramiC = 3 SUMACES .......cc.eiuueiiieiiiee ettt ete ettt e ste et e st e st e e saeestesaeesseesreesaesaeesbeenseeseesssesseensenneeas NTCV
D2644  Onlay - porcelain/ceramiC - 4 OF MOIE SUIMACES ........cceieiiuieriieieiieseeeeesteete st esteesseeteseesteesseesesssesbeenseesessssesseenseaneeas NTCV
D2650 Inlay - resin-based COMPOSITE = 1 SUMACE. .........cccieiiiiieceeceee ettt ettt et e aeeaeeeses seseesseesbeeseeseesssesseensenneeas NTCV
D2651 Inlay - resin-based COMPOSILE = 2 SUIMACES .........cceiuiiiiiiieciiecieee ettt et e et et e s e e s e e reeseesaeesbeenseeseesaeesseenseeneeas NTCV
D2652 Inlay - resin-based COMPOSItE - 3 OF MOIE SUMACES .........cceeiiiiiiiieieeeteee ettt et st et e e beese e e e sseesaeenseenneas NTCV
D2662  Onlay - resin-based COMPOSILE = 2 SUMACES .......ccccuiiiiiiiiciiecieee ettt et e s e et e s ae e beeseeseesaeesbeenseeneeas NTCV
D2663  Onlay - resin-based COMPOSILE = 3 SUMACES .......ccciuiiiiiiicieeie ettt et e st et e e et e e reeseesaeesbeenreeneean NTCV
D2664  Onlay - resin-based COMPOSItE - 4 OF MOIE SUMTACES ........c.ccouiiiiiiieitiecieeie ettt re e e beese e e saeesaeenreeneeas NTCV
(2 L0 I O o 1 T (]| (=T o] = (o) ) LRSS $85
D2712  Crown - 3/4 resin-based composite (INAIMECE) T .......oiiiiiiei et nean $85
D2720  Crown - resin with high NODbIE MELAl * T ..........oiieee e e st a et e e e sre e s ae e beeseeeseaas $110
D2721  Crown - resin with predominantly base metal T ...........oo oottt $110
D2722  Crown - resin With NODIE METAl * T ... .o ettt sttt h et sae bt nesae s e neeneeas $110
D2740 Crown - porcelain/ceramic substrate - NON-MOIAr T ...........oooiiiiie e e $130
D2750 Crown - porcelain fused to high noble metal - NON-MOIAr * T .........oooiii e $165
D2750 Crown - porcelain fused to high noble metal - MOoIar * T . ... $245
D2751  Crown - porcelain fused to predominantly base metal - non-molar T ............cccoooiiiiiccec e $165
D2751  Crown - porcelain fused to predominantly base metal - molar T .............coooiiiiei e $245
D2752  Crown - porcelain fused to noble metal - NON-MOIAr * T ... ..o $165
D2752  Crown - porcelain fused to noble metal - MOIar * T ... et ne s $245
D2780 Crown - 3/4 cast high NODIE METAI * T ........oi ettt e e ae e beeatesaeesreesbeenseeseesneesaean
D2781  Crown - 3/4 cast predominantly base metal * ....

D2782  Crown - 3/4 cast NODIE MELAI * T ... . ettt ettt b e bt b et eeae s ae et e eae e st eneene e e e eee e
D2783  Crown - 3/4 porcelain/ceramic (facial veneers not inCluded) T ..........ooiiiiiiiiiei s $98
D2790  Crown - full cast high NODIE METAl * T ......oeee e et e e b et e s e e sreesaeenseeseesneesaean $145
D2791  Crown - full cast predominantly base Metal T ..ot eneeenean $145
D2792  Crown - full cast NODIE METAI * T ........o ettt b et b et e et s a e et e eneeneeseene e e e e e e $145
D2794  CroWN = HEANMIUM® T ..ottt ettt aebesese s esese s et e b ese e be s e e e b e s eae s b esane s b esetesessesebese s esesennnnnnas $145
DA e I o (o) ] o g F= 1 el £ o L TRV ORPROPRUR NTCV
D2910  RECEMENTINIAY ......cvevieiveeeeieeeceeeeee ettt ettt et et s et e b et eae et e e eteesesesaesesseseeseseseasabessesessesessensessasesssaeseabenseseseseesensasens $12
D2915 Recement cast or prefabricated POSt @NA COTE .........ccoiiiiiiiiiicie ettt ettt e e aesseesteesseebesnnesseans $12
D2920  RECEMENT CIOWN........eoveuieiitetetiisietetesteteteseseseetesee s sese e ssesese st sseseseseeseses e s eseseseaessesese s s s esese e e s s e s e e s b esaasesesesnssssesesesessesesas $12
D2930 Prefabricated stainless steel crown - primary t0Oth .............cciiiiiiiiieiec e $30
D2931  Prefabricated stainless steel crown - permanent tooth ...............oooiiieiici e $45
(DA K (=1 = oy Tor= = To N (=] o (0 o SRR $45
D2933  Prefabricated stainless steel crown with reSin WINAOW ..........cooiiiiiiiiiiieee e e NTCV
D2940  SEAALVE fillING .....ecvieeeiieeeecteeetee ettt ettt ettt et et et e et e et eae et e e ete s eteseeaeeteneeaeae et e e ebe et ete et eaeete s eaeeseaeeteneabeeeteeteaeerennenas $7
(241510 B @701 (N o011 1o [8 o X 1a T [0 To {aTe JR= 10} VAN o114 1-) S $0
D2951  Pin retention - per tooth, in addition t0 reStOration ..o $5
D2952  Cast post and core in addition t0 CrOWN™ ...........cciiiiiiiiiece ettt e e e st e e ste st e e seeaeeasesseesseesseensesnnesseans $65
D2953 Each additional cast post - SAME tOOTN .........coeiiie e nnaes $52
D2954  Prefabricated post and core in addition t0 CrOWN ............ooiuieiiiii ettt ne e resneesaeens $50
D2955  Post removal (not in conjunction with endodontic therapy) ... NTCV
D2957  Each additional prefabricated post - same tooth (to be used with D2954) ..........ccooiiiiiriiieeeee e $40

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan

3 UnitedHealthcare Dental is a product of Dental Benefit Providers of California, Inc.



Code Procedure Copayment

D2960 Labial veneer (Iaminate) - ChAIMSIAE ..........ccuiiiiei et e st sa et saesaeeneenesneeneeneens
D2961 Labial veneer (resin laminate) - 1aD0Oratory ...........ooi oot
D2962 Labial veneer (porcelain laminate) - laboratory
D2970  Temporary crown, fractured tooth (as a palliative service not in conjunction with a new permanent crown being done) .....$0
D2971  Additional procedures to construct new crown under existing p artial denture framework .............cccccevieveeceeceeceenen. $100
D2975  COPING ..eutvitiuiiieteeititetese st stetese st esesese st esesese e s s esase s s sesase s esesesessesebesessesebese s esesase e b et eseseaeesesese e st es e s st esaae st ese et etene s nesenin $73
D2980  CrOWN FEPAIN, DY FEPOM ........eiieeeieeeieeee ettt ettt ettt ettt e e ete e st e e teeaeesaeesae e beeaseeaeesaeebesaeenbeeaseeasesasebeenseensesaseaseensennnenn NTCV
D2999  Unspecified restorative procedure, DY FEPOI............ocui it et re e st et e eae e saeesaeereennean NTCV
IV. ENDODONTICS
D3110  Pulp cap - direct (excluding final reStoration) ..o e $10
D3120  Pulp cap - indirect (excluding final reStoration) ...........c.ooc i $24
D3220 Therapeutic pulpotomy (excluding final restoration)

- removal of pulp coronal to the dentinocemental junction and application of medicament ..............ccccccoieiinininnene. $22
D3221  Pulpal debridement, primary and permanent teeth ..o $22
D3222  Partial PUIPOTOMIY ......c.eiuiiiiteieteieieeie ettt b et b e a e e b e e bt e e bt s b e e e b e e eE e e e b e e e bt A2 e Rt eh et e b e eeeb e s b ene s b et e be e eneebeneenan $0
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration) ............c.ccoooiiiiiiiiiiiiinene NTCV
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration) ............ccocoeiiiiiiiiiiiiecee NTCV
D3310  Root canal therapy - anterior (excluding final restoration) ... e $100
D3320 Root canal therapy - bicuspid (excluding final resStoration) .............coooiiriein e $130
D3330 Root canal therapy - molar (excluding final reStoration) ..o e $175
D3331  Treatment of root canal obstruction; NON-SUrQICal ACCESS ........uiiiiiieiiiie ettt ettt beeneesneeas NTCV
D3332 Incomplete endodontic therapy; inoperable or fractured tOOth ............ooiiiiiriiii e $88
D3333  Internal root repair of perforation defeCtS...........coiiiiiiiiii s NTCV
D3346  Retreatment of previous root canal therapy - @nterior ..o e $100
D3347  Retreatment of previous root canal therapy - DICUSPIA ..........ocuiiiiiiiiii e e $130
D3348 Retreatment of previous root canal therapy - MOIAK...........c.coiiiiii e e $175
D3351  Apexification/recalcification, iNitial VISIt ..o et e NTCV
D3352  Apexification/recalcification, interim medication replacement .............ccooiiiiiiiiiiic e NTCV
D3353  Apexification/recalcification, fiNal VISIt ...ttt e enee s NTCV
D3410  Apicoectomy/periradiCular SUFGEIY = @NTEIION ..........ciiiiiiiieiee ettt e e r e $100
D3421  Apicoectomy/periradicular surgery - bicuspid (firSt rOOt) ........cceooiiiiiiiir e $100
D3425  Apicoectomy/periradicular surgery - molar (first FOOt) .........ccoooiiiiiii e e $100
D3426  Apicoectomy/periradicular surgery (€ach additional rOOL) ............cceiiriiiiriiiiere e $100
D3430  Retrograde filiNg = PEI FOOL ... ..ot e b et bbbt et b et s b e e bt bt e bt eb e nb e bt e et eae bt eaeeae e enes $0
D3450  ROOt @amMpPUEBION = PEF FOOL ...ttt et h et b e e bt s b e bt nr e bt bt nm e bt eeeene e e e s NTCV
D3460 Endodontic eNdOSSEOUS IMPIANT .........ooiiiiiiiiei ettt b b e e et na e bt sneab e et e ebenae s NTCV
D3470 Intentional reimplantation (including necessary SplNtiNg) .........ccceiiiiiriiiiee s NTCV
D3910  Surgical procedure for isolation of tooth with rubber dam ... NTCV
D3920 Hemisection (including any root removal) - not including root canal therapy ..o NTCV
D3950 Canal preparation and fitting of performed dOWel OF POSL .........cciiiiiiiii s $0
D3960  Bleaching Of diSCOIONEA T00Lh ........c.oiiiiiii et et bbbt b et eb e NTCV
D3999  Unspecified endodontic procedure, DY FEPOI ..........coiiiiiiiiiiee ettt e NTCV
V. PERIODONTICS
D4210  Gingivectomy or gingivoplasty = PEr QUAAIANT ..............oo ettt e e e e e naeeenean $115
D4211  Gingivectomy or gingivoplasty = PEF 00t .........c.o e nne e nne $20
D4220  Gingival curettage, surgical, per quadrant, by report (no charge if D4341 on same quadrant and same day) ............. $40
D4240  Gingival flap procedure, including root planing - 4 or more teeth, per quadrant ............cccoovioreninieienece e $200
D4241  Gingival flap procedure, including root planing - 1 to 3 teeth, per quadrant .............cccooiiroiniereie e $100
[ L N oo Y oo (1] =T I =R NTCV

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan

4 UnitedHealthcare Dental is a product of Dental Benefit Providers of California, Inc.



Code Procedure Copayment

D4249  Clinical crown 1engthening - hard tISSUE ............cciiiiiiiiiiiiiice ettt et e e e e s ae et e e s e e e e saaenbeenseeneeas NTCV
D4250 Mucogingival SUrgery - PEr QUAAIANT ..........cioiiiiiieeiie et esee et ee e ee et ee et ee e tee e seeessee e seeeseeanbeesaseeanseesnseesaseesnseesnseesnnes $200
D4260  Osseous surgery (including flap entry and closure)

- 4 or more contiguous teeth or bounded teeth spaces, per quadrant.............coceeieeii e $200
D4261  Osseous surgery (including flap entry and closure)

- 1 to 3 contiguous teeth or bounded teeth spaces, per quadrant .............coooi i $100
D4263 Bone replacement graft - first site in QUAAraNt ..............cooiiiiiiii e NTCV
D4264  Bone replacement graft - each additional site in qUAAIrant .............cccoociiiiiiiicce e NTCV
D4265 Biologic materials to aid in soft and 0sseous tiSSUE regeneration ...............ccoeeciieieiiece e NTCV
D4266  Guided tissue regeneration - resorbable barmier, PEr SIte..........c.oiieiuiccieiiiieceee e NTCV
D4267  Guided tissue regeneration - nonresorbable barrier, per site (includes membrane removal) ...........ccccocevevereienenne. NTCV
D4268  Surgical revision procedure, PEItOOt ..............oiiiiiie et et e et e e e e e e e e beere e e sreenreereeneean NTCV
D4270 Pedicle soft tisSSUE graft PrOCEAUIE..........ccuiciiiieceeceee ettt et e et e be e e e eaeesaeesbeenseeseesasesbeenseeneeas NTCV
D4271  Free soft tissue graft procedure (including dONOT Sit€ SUMGEIY) ...cc.oiueiiriiieieieeee e e NTCV
D4273  Subepithelial connective tissue graft procedure (including donor Site SUFgEry) .........ccceoeieererenereresese e NTCV
D4274  Distal or proximal wedge procedure

(when not performed in conjunction with surgical procedures in the same anatomical area) ...........cccccevcevevereeene NTCV
D4275  SOft ISSUE @lIOGIATt ........c.eeieiiieieie ettt et et e e e s ae e beeaeeeseesaeeseesaeenseeaseeneesasebeenseensesaseaseensennnean NTCV
D4276 Combined connective tissue and double pediCle graft............ccoiieiiciicie e NTCV
D4320  Provisional splinting = INtraCOrONAI ...........oocuiiiiieiie et e et e et e et e s e e saa e e saae e sneeesneeesnaeenneeenneeens NTCV
D4321  Provisional splinting = @XIraCOrONAI ............cuiiiieiiieeie et et e et e et e e e et esae e e sseeesaaeesneeesneeesnaeenneeenneeens NTCV
D4341  Periodontal scaling and root planing - 4 or more teeth, per quadrant (max of 4 quadrants per calendar year) ............ $40
D4342  Periodontal scaling and root planing - 1 to 3 teeth, per quadrant (max of 4 quadrants per calendar year).................... $20
D4355  Full mouth debridement to enable comprehensive periodontal evaluation and diagnosis...........ccceccveveeiieeciecceeeeeen. $40
D4381  Localized delivery of chemotherapeutic agents via a controlled

release vehicle into diseased crevicular tissue, per tooth, by report ..o NTCV
D4910  Periodontal maintenance procedures (following active therapy; once every 6 months) .........cccooeiereienenenenenciene $20
D4920  Unscheduled dressing change (by someone other than treating dentist) ............ccooiiien e $0
D4999  Unspecified periodontal procedure, DY FEPOM...........ocui ittt e st e s e e saeesaeeseenneas NTCV
VIi. DENTURES (PROSTHODONTICS, REMOVABLE)
D5110  Complete denture - MAaXIllary *....... ..o oottt e et e e ee et e saeesbeemeeeneeseeeneeeneasaeeseeneeansesneenseenseaneeanean $250
D5120 Complete denture - ManAIDUIAE * ..ottt ettt e e e e e r et e $250
D5130  Immediate denture - MAaXIlAry * .........oooooiiii ettt r e r e e $250
D5140 Immediate denture - MandibDUIAr * ........ ..o ettt ettt e et e st e et e s ae e s e eneeeneesneenseeneeeneeanean $250
D5211  Maxillary partial denture - resin base (including any conventional claspa, rests and teeth) * ... $225
D5212  Mandibular partial denture - resin base (including any conventional claspa, rests and teeth) * ... $225
D5213  Maxillary partial denture - cast metal framework with resin denture bases

(including any conventional clasps, rests and teeth)” ..o $255
D5214  Mandibular partial denture - cast metal framework with resin denture bases

(including any conventional clasps, rests and teeth)” ..o $255
D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth) *...........cooeiiiiiiiinnr e $225
D5226  Mandibular partial denture - flexible base (including any clasps, rests and teeth) * ... $225
D5281 Removable unilateral partial denture - 1-piece cast metal (including clasps and teeth) * ..., $255
D5410  Adjust complete denture - MAXIlArY ...........c.oo ottt b e bt e n e nrenne $12
D5411  Adjust complete denture - MaNIDUIAE ............cc.ooi et n e nne e $12
D5421  Adjust partial denture - MAaXIIAry ............cccoo oot e e e nn e $12
D5422  Adjust partial denture - MandiDUIAT ..............coo e e et e $12
D5510  Repair broken complete deNtUrE DASE ...........coooiiiiiii e e ne $28
D5520 Replace missing or broken teeth - complete denture (each t0oth) ™ ..........cooriiiiric e $23
D5610  Repair reSin dENTUIE DASE ......cc.eiuiiiiee ettt b et se e e b e bt e e b et e et h e et e nae b e bt nneene s $28
D5620  RepPair CASE fTAMEWOIK..........ciuiiiiieietee ettt bt e e bt e e s et e e e b e et sb e bt eee e b e et e naeabennenneenean $28

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan
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Code Procedure Copayment

D5630  Repair Or replace DrOKEN CIASP ......ccceiiiiieiie et e e e e et e e st e e et e e eae e e saeeesaeeeeaeeesseeenseesaseesnseeenseeenteesnseeenseesnneas $31
D5640 Replace broken teeth - PEriOOth * ...t e et e e e e s e e enre e e re e eateeeareeenreeanneas $31
D5650 Add tooth to existing partial AENTUE ™ ....... ...ttt et e e e e e saeesae e seeneeeneesaeeneeaneeeneanns $31
D5660 Add clasp to existing partial AENTUIE ..o ettt et e e e e e sae e aeeseeneeeaeesaeenseaneesnnanns $31
D5670 Replace all teeth and acrylic on cast metal framework (Mmaxillary) * ... $128
D5671 Replace all teeth and acrylic on cast metal framework (mandibular) * ... $128
D5710 Rebase complete Maxillary AENTUE ...........o ittt e sttt et e ae e et ene e saeesbeeseeneesneasaeeneeaneean NTCV
D5711  Rebase complete Mandibular AEBNTUFE ............c.oi i e s e et e st e e sae e e eaeeeeneeeaneeeas NTCV
D5720 Rebase maxillary partial dENTUIE............oo ettt ettt e et e be e e e eneesaeesbeeeeeneesneaaaeenseannean NTCV
D5721  Rebase mandibular partial AENTUIE..............oi it s e e e et e e s ae e e sae e e eneeesneeeaneaeas NTCV
D5730 Reline complete maxillary denture (ChairSIdE)...........ooueeeiiiiiiee ettt e et e e et e seeseeesneeeesneeeneaas $35
D5731  Reline complete mandibular denture (ChairSide) .........co oottt eeeneeeneens $35
D5740 Reline maxillary partial denture (ChairSIde)...........oo ittt et e e aeeeeeneeeneaas $35
D5741  Reline mandibular partial denture (ChairSide) ...........oooceiiiiieieee ettt e et e e se e e neeeeeneesneans $35
D5750 Reline complete maxillary denture (Iab0ratory) ..........coo oottt eesae e eeeneeeneeas $65
D5751  Reline complete mandibular denture (Iab0ratory) ...........o it seeens $65
D5760 Reline maxillary partial denture (IaDOFatory) ....... ... ettt a et e et e e e aeeeeeneesneaas $65
D5761 Reline mandibular partial denture (Iaboratory) ...ttt esne e e neeeneens $65
D5810  Interim complete denture (MAXIHAry) ........o.o oottt ettt e et e e e ene e sae e be e e e eneesaeesaeenseannean NTCV
D5811  Interim complete denture (ManAIDUIAK) .......... ...ttt e sae e e enee s NTCV
D5820  Interim partial denture (MaXIllAry)........ ..ottt et e et e e et eee st e beeaeeeseeeseeseemseeneasseaaneasaeneesneans $60
D5821  Interim partial denture (MandiDUIAK) ...........o ettt e st e et e st e eaeesaeeeeaneesneanns $60
D5850  Tissue conditioning, MAXIIAIY ..........coco oottt ettt et e e ae e te et e e seesaeebeeae e seaneeeneesaeeabeenseeneeaneaaneenseannean NTCV
D5851  Tissue conditioning, MaNAIDUIAT .............cooi ettt et e et e be et e te e e e eneesaeesbeeneeeneesneaaaeanseaneean NTCV
D5860  Overdenture - COMPIELE, DY FEPOIT ... .ottt e e et e e be et e e ae e e e eneesaeebeenseeneesneasaeanseannean NTCV
D5861  Overdenture - partial, DY FEPOIT ......... oottt ettt et e e et e be et et e e e e emeesaeesbeenseeneesneaaaeenseannean NTCV
D5862  Precision attaChment, DY FEPOM ... ..o oottt ettt et e et e be et e ebe e e e eneesaeebeenseaneesneaaaeenseaneean NTCV
D5867 Replacement of replaceable part of semi-precision or precision attachment (male or female component)............... NTCV
D5875  Modification of removable prosthesis following implant SUFGErY ........ ..o NTCV
D5899  Unspecified removable prosthodontic procedure, by FePOIt ...........oc.oiiiiiiiieeee e NTCV
VIl. MAXILLOFACIAL PROSTHETICS

D5900 - D5999 MaxXillofaCial PrOSTNETICS .........eiueiiieii e ettt et e s e be et e e aeesaeesbeenseeseesssesbeenseennean NTCV
VIIl. IMPLANT SERVICES

DB000 - DB199 IMPIANT SEIVICES ...ttt r e e s h e b e e et e Rt e e e e e s e e R e e e ab e e b e nre e b e ebenreebeeeeeneenenaeeaes NTCV
IX. BRIDGES (PROSTHODONTICS, FIXED)*

D6210  Pontic - cast high NODIE MELAI * T ...ttt e e e s b et e et e eaeesae e teenseensesnnensennean
D6211  Pontic - cast predominantly base Metal T .........c.oo it ns
(G b o g (o o= K aTo o] (= 44 T=T = SRS
)Gy o o (1o () =1 10 o SRS
D6240 Pontic - porcelain fused to high noble metal *

D6241  Pontic - porcelain fused to predominantly base metal T ..o s $165
D6242  Pontic - porcelain fused t0 NODIE MELAI * T ..........oo it e b e e e e e esreeneas $165
D6245  PoNtiC - POrCEIAINICEIAMIC T ......eiiiiceie ettt ettt e et e e e s ae e beeaseeseesasesbeenseeasesasesseenseensesasesssenseensesnneneesanesnean $165
D6250  Pontic - resin with high NODIE METAI * T .......oieieee et e et e e s e b e e reeae e e s aeeneas $125
D6251  Pontic - resin with predominantly base Metal T ..o $125
D6252  Pontic - resin With NODIE MELAI * T ...ttt et et e e b saesaesbeeeesneeneenenes $125
DB253  ProviSiONal PONTIC T .....eiiiiiiiiie ettt ettt esae e b e et e e e e sae e beeaseeseesaeesbeenseeseesseesseenbeenseesaeseeeseeaneentesnnenreans NTCV
D6519  Bridge retainer - inlay/onlay - porcelain/CeramiC T ...........ccioiiiiiiiiecieceese ettt ettt ettt aeeeaeeanean NTCV
D6520  Bridge retainer - inlay - MetalliC - 2 SUITACES * T ......oviiiiceeceece ettt e sa e e s e e seebeensesseesseesneennenns $90
D6530  Bridge retainer - inlay - metallic - 3 0r MOre SUMACES * T ...o..ooiiiiee e $105
D6543  Bridge retainer - onlay - metallic - 3 SUMACES * T ... b e r e e e esreennas $130

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan
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Code Procedure Copayment

D6544  Bridge retainer - onlay - metallic - 4 or more SUIfaCces * T ... ..t $140
D6545  Bridge retainer - cast metal for resin bonded fixed prosthesis T ... NTCV
D6548  Bridge retainer - porcelain/ceramic for resin bonded fixed prosthesis T ... NTCV
D6600  Bridge retainer - inlay - porcelain/ceramic, 2 SUMACES T ...t ee s NTCV
D6601  Bridge retainer - inlay - porcelain/ceramic, 3 Or More SUfaCceS T ........ciiiiiiiiee e NTCV
D6602  Bridge retainer - inlay - cast high noble metal, 2 Surfaces * T ... ..o $90
D6603  Bridge retainer - inlay - cast high noble metal, 3 or more surfaces * T ... $105
D6604  Bridge retainer - inlay - cast predominantly base metal, 2 surfaces T ... $90
D6605  Bridge retainer - inlay - cast predominantly base metal, 3 or more surfaces ™ .........cocoieiiiiiiieni e $105
D6606  Bridge retainer - inlay - cast noble metal, 2 SUfaces * T ... $90
D6607  Bridge retainer - inlay - cast noble metal, 3 or more surfaces * T ... ... $105
D6608  Bridge retainer - onlay - porcelain/ceramic, 2 SUMFACES T ... ..o ee s NTCV
D6609  Bridge retainer - onlay - porcelain/ceramic, 3 or MOre SUMAcCeS T ......c.ooii it NTCV
D6610  Bridge retainer - onlay - cast high noble metal, 2 surfaces ™ T ... $120
D6611  Bridge retainer - onlay - cast high noble metal, 3 or more surfaces * T ..o $130
D6612  Bridge retainer - onlay - cast predominantly base metal, 2 surfaces T ... $120
D6613  Bridge retainer - onlay - cast predominantly base metal, 3 or more surfaces T ... $130
D6614  Bridge retainer - onlay - cast noble metal, 2 SUrfaces * T ... ..o s $120
D6615  Bridge retainer - onlay - cast noble metal, 3 or more surfaces * T ... $130
D6624  Bridge retainer - inlay - HaniUm * T ettt et e et e a et e et e et e eae e teenreeneeeneenaeenean $105
D6634  Bridge retainer - onlay - titaniUm * T .. ettt et et e e et et e et e eae e te e e e eneeeneenaeennan $130
D6720 Bridge retainer - crown - resin with high noble metal * T ... e $110
D6721  Bridge retainer - crown - resin with predominantly base metal T ... $110
D6722  Bridge retainer - crown - resin with noble metal * T ... e $110
D6740  Bridge retainer - Crown - porcelain/CeramiC T ... oottt ettt et e et eeeeeaeesaeesaeeeeeneeeneeeaeeneas $130
D6750 Bridge retainer - crown - porcelain fused to high noble metal * T ... ... e $165
D6751  Bridge retainer - crown - porcelain fused to predominantly base metal T ... $165
D6752  Bridge retainer - crown - porcelain fused to noble metal * T ... $165
D6780  Bridge retainer - crown - 3/4 cast high noble metal * T ... $140
D6781  Bridge retainer - crown - 3/4 cast predominantly base metal T ... $140
D6782  Bridge retainer - crown - 3/4 cast noble metal * T . ... . e $140
D6783  Bridge retainer - crown - 3/4 porcelain/CeramiC T ... ..ottt ettt sae e e e e ene e aeenean $140
D6790  Bridge retainer - crown - full cast high noble metal * T ... s $145
D6791  Bridge retainer - crown - full cast predominantly base metal T ... ... $145
D6792  Bridge retainer - crown - full cast noble metal * T ... . e e
D6793  Bridge retainer - provisional retainer CrOWN T ... ... o ittt ettt e et e be et e seeseeesaeaneeeneesneasnean
D6794  Bridge retainer - Crown - tiEaniUm T ettt ettt e et e eesae e be e eeeaeesaeesae e reenneeneesaeenean
DBO20  CONNECION DAI T ...ttt s e s e e et AR e e b e e Rt AR e e bt e b e eb e e he e b e ee e et e e e R e b nreebeenenre b e neeens
DBO30  RECEMENE DIIAGE T ...ttt ettt ettt et e et e e et e ete et e eaeeeseease e eeemeeeseeameanseamseeseeaseaaseemseansemseeneaaseaseansesnnaaseans
DBO40  SHrESS DIEAKEL T ... ettt s e e e s e et E e AR e e R e e Rt AR e e bt e b e e R e e heeRe b e e e e R e Rt R e R et nre b e ens
DB950  Precision atlaChmEnt T ... ...t r e bt et R bt h bt r e r e r e r e nnens
D6970 Cast post and core in addition to bridge retainer * ' ....

D6971  Cast post as part of bridge retainer * T ... ettt e et e s bt et e e aeesaeesaeemeeeneesneasneansens
D6972  Prefabricated post and core in addition to bridge retainer T ....... ... $50
D6973  Core buildup for bridge retainer (including any PiNS) T ..ottt st e e e aeesaeeeeeneeens $0
DBI75  COPING = MELAI * T ...ttt ettt se b et et e e eseeaese e s e s esessesesaessesesseseasaseesess et e s eseesesa s esessenesbenesbensesessennsn $0
D6976  Each additional cast post - SAmMeE t00Th * T ... ..o e e e e e e aaae e eaeas $52
D6977  Each additional prefabricated post - same t00th T ..........oo i $40
D11 =Ty To o o (=T o = T ol o)V (=Y o] o LSRR URUPRR NTCV
D6985  Pediatric partial denture, fIXEA T ..........o e et e et e et e e et e e et e e et e e e reeeareeenreeereeereeareeans NTCV
D6999  Unspecified, fixed prosthodontic procedure, by report T ... .o e NTCV

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan
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Code Procedure Copayment

X. ORAL AND MAXILLOFACIAL SURGERY

D7110  Extraction - single tooth - Not Solely fOr OrthO ..ot enee $16
D7111  Coronal remnants - deCIAUOUS tOOTN ............oiiiiii et r e sr e en e nnenne $10
D7120 Each additional tooth, same visit - not solely fOr Ortho ... ..o $10
D7130  ROOt remoVal - €XPOSEA FOOLS ........c.eiiiieiiieie ettt s et s e e bt e s b e se e e e e e b e st e nr e e b e nnesre et e nreereenenneenean $40
D7140  Extraction, erupted tooth or exposed root (elevation and/or forcep s removal) ..........ccceoeeeieieiiiicienereeseee e $16
D7210  Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of tooth ...$40
D7220 Removal of impacted tooth - SOft ISSUE .........cceeiiiiiiei e e $50
D7230 Removal of impacted tooth - partially DONY ..o e e $65
D7240 Removal of impacted tooth - completely DONY ..o e $90
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications.............ccccoevnneiinnnis e $90
D7250  Surgical removal of residual tooth roots (CUtting ProCEAUIE) ..........oieiiriierieiieeeeee e $40
D7260  Oroantral fiIStUIA CIOSUIE.......c..oiiiieie ettt et et r et e e e e e e s b e b er e e b e nb e sreeb e eeeene b e e eas NTCV
D7261  Primary closure of @ SiNUS PErfOration ...ttt e NTCV
D7270  Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth ..o, NTCV
D7272  Tooth transplantation (includes reimplantation from 1 site to another and splinting and/or st abilization).................... NTCV
D7280  Surgical access of an UNerupted t00LN ..o e NTCV
D7281  Surgical exposure of impacted or unerupted tooth to aid eruption .............coceiiieiiiiiie e NTCV
D7282  Mobilization of erupted or malpositioned tooth to aid eruption ..o NTCV
D7285 Biopsy of oral tissue - hard (DONE, t0Oth) ..........oo ittt et ae e esee e neeeeeneesneans $16
D7286  Biopsy of oral tissue - SOft (All OTNEIS).......c..ooiiie e e nne e $10
D7287  Cytology SAMPIE COECHON .........oiiieiieree ettt r b b e se e e e s r et e nr e R e bt sreeneeeeene b e naeens NTCV
D7290  Surgical repositioNiNg Of LEETN .......c.eiiii e NTCV
D7291  Transseptal fiberotomy/supra crestal fiberotomy, by report ..o NTCV
D7310  Alveoloplasty in conjunction with extractions - 4 or more teeth or tooth sp aces, per quadrant ............ccccccovevenincnennne $90
D7311  Alveoloplasty in conjunction with extractions - 1 to 3 teeth or tooth sp aces, per quadrant...............ccccoereineiininennne $68
D7320  Alveoloplasty not in conjunction with extractions - 4 or more teeth or tooth sp aces, per quadrant.............ccccoeeirenne $80
D7321  Alveoloplasty not in conjunction with extractions - 1 to 3 teeth or tooth sp aces, per quadrant............cccccconenininennne $60
D7340 Vestibuloplasty - ridge extension (secondary epithelialization) .............ocoieiriiiice e NTCV
D7350 Vestibuloplasty - ridge extension (including soft tissue grafts, muscle reattachment,

revision of soft tissue attachment and management of hypertrophied and hyperplastic tissue) .........cccceoereeiennne NTCV
D7410  Excision of benign [€SI0N UP 10 1.25 CM ...t et NTCV
D7411  Excision of benign lesion greater than 1.25 CM ...ttt enee e NTCV
D7412  Excision of benign [€sion, COMPICALEA ... et NTCV
D7413  Excision of malignant [€Sion UP t0 1.25 CM ..o e e NTCV
D7414  Excision of malignant lesion greater than 1.25 CM ... e NTCV
D7415  Excision of malignant [esion, COMPIICALEM ............ooiiiiiiiiiiii e NTCV
D7420 Radical excision - lesion diameter greater than 1.25 Cm ...t NTCV
D7430  Excision of benign tumor - lesion diameter Up 10 1.25 CM .....ooviiiiiiiec e s NTCV
D7431  Excision of benign tumor - lesion diameter greater than 1.25 €M ... NTCV
D7440  Excision of malignant tumor - lesion diameter up t0 1.25 CM ...c..ooiiiiiiiic e NTCV
D7441  Excision of malignant tumor - lesion diameter greater than 1.25 Cm ... NTCV
D7450 Removal of benign odontogenic cyst or tumor - lesion diameter up t0 1.25 Cm ..o NTCV
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter greater than 1.25 cm ..., NTCV
D7460 Removal of benign nonodontogenic cyst or tumor - lesion diameter up to 1.25 CM ..o NTCV
D7461 Removal of benign nonodontogenic cyst or tumor - lesion diameter greater than 1.25 cm ..., NTCV
D7465  Destruction of lesion(s) by physical or chemical method, by report ... NTCV
D7470 Removal of exostosis - maxilla or ManAIbIE ..............ccooiiii s $115
D7471  Removal Of @XOSIOSIS = PEI SIE .......eieiieiei ettt ettt e et e ae e aesaeesbeeeeeneeeaeeaaeeeeaneesneesaeaseans $115
D7472  Removal Of tOrUS PAIGLINUS ..ottt ettt et et e e et e sae e beeaeeeaeaneesaeaaaeenseaneeemeeaaeaseaneesneesneasaans $115
D7473  Removal of torus MandiDUIGIIS ..........coiiiiiiiie ettt b et e e e nn e e $115
D7480 Partial ostectomy (QUHtEring Or SAUCETIZAtION) .......c.eiviiiiriiieiiree ettt et NTCV

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan
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Code Procedure Copayment

D7485  Surgical reduction Of 0SSEOUS tUDEIOSILY .........cc.iiiuiiieiieii ettt ettt et e e aeeeeebe e eeeneesaeesaeeeeaneesneesaeeseans $115
D7490 Radical resection of mandible with bone graft.......... ..o e NTCV
D7510 Incision and drainage of abscess - intraoral SOft ISSUE ..........ooiiiiiiieii e $30
D7511 Incision and drainage of abscess - intraoral soft tissue - complicated

(includes drainage of Multiple fasCial SPACES) ......cccuii ittt et e aeeee e e sseesaeebeaneaaneans $45
D7520 Incision and drainage of abscess - extraoral SOft ISSUE .........ooei i $30
D7521 Incision and drainage of abscess - extraoral soft tissue - complicated

(includes drainage of multiple fasCial SPACES) ......cccuiiii ittt et aeeee e e eseesaeeeeeneaaneans $45
D7530 Removal of foreign body, skin, or subcutaneous alveolar tiSSUE.............coiiiiiiiiii e NTCV
D7540 Removal of reaction-producing foreign bodies - musculoskeletal System ..o NTCV
D7550 Partial ostectomy/sequestrectomy for removal of non-vital bone ... NTCV
D7560 Maxillary sinusotomy for removal of tooth fragment or foreign body ..o NTCV
D7610 - D7680 Treatment of fraCctures = SIMPIE ......ccueiiiieee et e e et e s e e e e saee e saee s saeeeeneeesnaeeaneaeas
D7710 - D7780 Treatment of fractures - compound
D7810 - D7899 Reduction of dislocation and management of other temporomandibular joint dysfunctions .............c..ccccc.c.. NTCV
D7910  Suture of recent small WouNdS = UP 105 CM ..o et e e sae e e eae e e eaeeenneeas NTCV
D7911  Complicated SUTUME = UP 10 5 CIM ..ottt ettt et e et e et e et e e eae e e saa e e eaeeesaeeesaeessneeenneeeaneenas NTCV
D7912  Complicated suture - greater than 5 CM ...ttt e sttt et e e e e e e e saeesaeeneeeneean NTCV
D7920 - D7949 Other rePair PrOCEAUIES .......cccueieiuieeitie ettt eeteeeeteeeeteeeeteeesbeeeetee e abeeaabee e beeaabesaabee s seeaseeasseeaaseeassasassesanseeanseeaseesaneenas NTCV
D7950  Osseous, osteoperiosteal, or cartilage graft of the mandible or facial bones - autogenous or nonautogenous, by report ..NTCV
D7955 Repair of maxillofacial soft and hard tisSUE defECtS .........ocuee i NTCV
D7960 Frenulectomy (frenectomy or frenotomy) - separate ProCeAUIE ..o it $50
D7970 Excision of hyperplastic tiSSUE - PEF @rCh ........ .o oottt ettt e e e s aeesaeeeeeneean NTCV
DAY & N = (e Tola Mo}l oT=Ty et ) Y T e 1nTe | 1Vz= TSP NTCV
D7972  Surgical reduction of fIDrous tUDEIOSILY ...........co ittt esae e ns $115
DA ST =1 o] 111 0 o] (o] 1 ¢ )Y NTCV
D7981  Excision of salivary gland, DY rEPOIT ... ettt ettt e et et e be e e e eneesaeeeaeeneeeneean NTCV
DAY =1 o o (o1 gToT o] F=T=1 |2 USSP NTCV
D7983  Closure of SaliVary fISTUIA.........co ettt et et e et e st e et e be et e emeeeaeesbeenseeneesneaaaeeseannean NTCV
D AT I = 43 T=T o =Y o Loy 1= Lol aT<To) (o] 3 1 VUSSP NTCV
D A1l I O7o] (o] gTo] (o =T (o]0 )V 2S USSP NTCV
D7995  Synthetic graft - mandible or facial bones, by repPOrt ...........oo et NTCV
D7996 Implant - mandible for augmentation purposes (excluding alveolar ridge), by report ...........ccoooiiiiiiiiiiiiii e NTCV
D7997  Appliance removal (not by dentist who placed appliance), includes removal of archbar .............cccccooeiiiiiiiiiiceene NTCV
D7999  Unspecified oral surgery procedure, DY rEPOIT ....... ..o ittt ettt ettt e se e saeesaeeeeeneean NTCV

XI1. ORTHODONTICS
D8000 - D8999 See special Orthodontia program information att ached to this Schedule of Benefits

XIl. ADJUNCTIVE GENERAL SERVICES

D9110  Palliative (emergency) treatment of dental pain - MINOr ProCEAUIES ..........c.eriiiiiriiieieeeee e $10
D9210  Local anesthesia not in conjunction with operative or surgical proCedUIES ...........cciiriiriieiiieieieee e NTCV
D9211  Regional BIOCK @nESNESIA .........ooviiieiicee e ettt
D9212  Trigeminal division block anesthesia
D9215  Local anesthesia..........c.ccooeevrvieeinnne
D9220 General anesthesia - first 30 minutes (limited to covered oral surgical procedures involving 1 or more impacted teeth:
soft tissue, partially bony or completely bony imPactions) ..o $125
D9221  General anesthesia - each additional 15 MINUEES .........ccoiiiiiiiii e e e $60
D9230  Analgesia, anxiolysis, inhalation of NItrOUS OXIE .........coeiiiiiiiii ettt e e enee s NTCV
D9241  Intravenous sedation/analgesia - first 30 MINUEES .........oeiiiiiiiiie e e $140
D9242 Intravenous sedation/analgesia - each additional 15 MINULES ..........ccciviiiiiiiiin e $70
D9248  Non-intravenous CONSCIOUS SEAALION ...........oiiiiiiiiiie et e r e b nr e nr e nre b e ere b s NTCV
D9310  Consultation (diagnostic service provided by dentist or physician other than practitioner providing treatment) ............ $25

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan
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Code Procedure Copayment

D9410 House/extended care faCility Call......... ..o oottt e et e e e e e ae e sae e beeeeeneesneaeaeeneeeneean NTCV
[ B o oY= o] = 1o || RSOSSN NTCV
D9430  Office visit (during regularly scheduled hours) - no other services performed ... $0
D9440  Office visit - after regularly SChedUuled NOUFS ..ottt e e e eeeneeeneens $20
D9450 Case presentation, detailed and extensive treatment planning ............ooo o $0
D9610  Therapeutic drug iNJECON, DY FEPOIT ....... .o ettt et e st e et e et e eneesaeesbe e e e eneesaeanneenseaneean NTCV
D9630  Other drugs and/or medicaments, DY FEPOM.........co i ettt ee et et e et e sae et e sbe e e e eneesaeenaeenseaneean NTCV
D9910  Application of desensitizing MediCaMENT .......... ..ottt st et e e e e e saeesaeeneeeneean NTCV
D9911  Application of desensitizing resin for cervical and/or root surface, per tooth ..o, NTCV
D9920  Behavior management, DY FEPOIT. ... ... oottt ettt et e et e be et e e st aneeeneeeaeebe e e e eneesneenneenreannean NTCV
D9930 Treatment of complication (post-surgical) - unusual circumstances, by report ........ ..o $0
DS o710 I @ ool [ =1 I U =T o KN o)V (=Y oo o (USSP NTCV
D9941  Fabrication of athletic MOUtNGUANT..............o ettt et e st et e e e e saeesaeeneeeneean NTCV
D9950  Occlusion analysis - MOUNTEA CASE .......coiuiiiiiieiieiieie e e ettt et et e et e e e et e eeeaeeeteeaseeaseeaeeeseeaeeaneesaeaabeanseaneesneaaseaseannean NTCV
D9951  Occlusal adjustment = IMILEA ..........oo ittt ettt et e et e b e e e e eaee e e easeeaeeeaeeseenseemseaaeaseenneeneesneanean $0
D9952  Occlusal adjustment - COMPIETE ... .ottt ettt e e et e ene e eae e be e e e eneesneasaeenseennean NTCV
D9970  ENAME| IMICTO@DIASION.........eeuiiiititeeteete sttt sttt ettt s e e s a e bt e e AR e bt e b e s e R et e e R e bt neeer e eb e nreebeneeene s e naeeas NTCV
D9971  Odontoplasty 1 to 2 teeth; includes removal of enamel projections ..o NTCV
D9972  External bleaChing = PEI @ICh ...ttt ettt e et et e et e e eeesaeebeemeenbeaneeemeeeaeeabeenseaneesneaaneanseannean NTCV
D9973  External bleaching - PEIr tOOth ... ittt ettt et e e et e te et e be et e eneeeaeesbeenseeneesneaaaeeneeannean NTCV
D9974  Internal bleaching - PErtOOth ........ . ettt e st e be et et e et e eneeeaeesbeeeeeneesaeaaneeneeannean NTCV
D9999  Unspecified adjunctive procedure, DY FEPOIT ... ... i ettt e et et e e e e saeasaeeneeaneean NTCV
— Broken Appointment, with no prior notification at least 24 hours before the scheduled appointment ................c.......... $20
— Specialty family calendar year MaxXimUIM ...........co ettt e e e e sbe e e e aeenseeeesmeesneenseenneanes $1000

* = Member is responsible for Copayment, plus actual lab cost of precious metal and/or other material upgrade

1= Over age 15; limited to 7 crowns and/or pontics in any 12-month period; any single fixed bridge is limited to 4 units in length
NTCV = The procedure is Not a Covered Benefit under this plan

$0 = No Charge for this procedure under this plan
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IMPORTANT INFORMATION ABOUT YOUR DENTAL PLAN

EMERGENCY CARE/In Area or Out of Area
Your Assigned Dental Provider Group will be available for Emergency Dental Care 24 hours a day, 7 days a week.

If you need Emergency Dental Care (for example, due to pain, bleeding or swelling, infection or drainage) you must cont act

your Assigned Dental Provider Group. If you are outside UnitedHealthcare Dental’s Service Area and in need of Urgent Dental
Services or if your acute emergent dental condition prevents you from contacting your Assigned Dental Provider Group, you

may receive care by any licensed dentist. However, you must use the emergency dentist ONLY for relief of pain, or to

immediately diagnose and treat a condition that a reasonable person with no special knowledge of dentistry under the

circumstance would believe that, if not given immediate attention, may seriously jeop ardize the health of the member, seriously
impair bodily functions, or result in serious dysfunction of a bodily organ or p art. UnitedHealthcare Dental will cover out-of-area follow-
up care by a Non-Participating Provider as long as the care continues to meet the definition of Emergency Dent al Care.

We will reimburse you for these covered Emergency Dent al Services only, subject to applicable Copayments. To receive
reimbursement, you do not have to submit a claim form. All you have to do is send us, within 90 days, the itemized bill,
marked “PAID,” along with a brief explanation of why the Emergency Dent al Services were necessary. We will provide
reimbursement within 30 days of receipt.

All reimbursement requests should be mailed to:

UnitedHealthcare Dental, M/S LC05-293
P.O. Box 25187
Santa Ana, CA 92799-5187

EXCLUSIONS

(Refer to Combined Evidence of Coverage and Disclosure Form booklet for plan Limitations.) The following procedures and
services are excluded and not covered Services:
1. Specialty referral benefits, unless otherwise indicated in the Schedule of Benefits, are not covered.

2. Services provided by a prosthodontist are not covered.
3. Cosmetic dental care is not covered.
4

Costs for non-dental services related to the provision of dental services in hospitals, extended care facilities, or Member’s
home are not covered. When deemed necessary by the Member ’s Assigned Dental Provider Group, the Member’s
physician, and authorized by the Plan, covered dental services that are delivered in an inp atient or outpatient hospital
setting are covered as indicated in the Schedule of Benefit s.

5. Treatment of fractured bones and dislocated joints is not covered.
6. Lost or stolen dentures are not covered.

7. Crowns, or bridgework that are lost, stolen, or damaged due to Member abuse, misuse or neglect are not covered, unless the
crown or bridge became dislodged because of recurrent dent al caries, tooth fracture, substandard tooth preparation, or poor
margins (as previously determined in an examination by the Assigned Dental Provider Group or based upon a review of a pre-
existing radiograph).

8. Lost, stolen or broken orthodontic appliances are not covered.

9. Services that are provided to the Member by a st ate government or agency thereof, or are provided without cost to the
Member by a municipality, county or other subdivision are not covered.

10. Charges for services rendered after termination of the Member'’s eligibility under the Dental Plan are not covered.

11. Work-in-progress: Dental expenses incurred in connection with any portion of the dent al services started prior to the
effective date of coverage are excluded. The completion of dental or orthodontia services started before the Member’s
application date or effective date of coverage with UnitedHealthcare Dental, whichever is earlier, or started by a Non-Participating
Provider without the prior approval of UnitedHealthcare Dental is not covered. This exclusion does not apply to a current Member:
® who has temporary restorative services
= whose tooth was opened and medicated while out-of-area or when the assigned dentist is unavailable to render care.

12. The treatment of congenital and/or developmental malformations, which includes the treatment of congenitally missing
and extra, supernumerary teeth and related p athology is not covered.

13. The treatment of non-dentigerous cysts, benign and malignant tumors, neoplasms, and dysplasias is not covered.

11
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14.
15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.
28.

29.

Dental ridge augmentation, vestibuloplasties, and the excision of benign hyperplastic tissue is not covered.
Prescription drugs and over-the-counter medicines are not covered.

Any dental procedure unable to be performed in the Member ’s Assigned Dental Provider Group because of the
Member’s general health and physical limitations is not covered unless an alternative is recommended by the Assigned
Dental Provider Group and the Member’s physician and authorized by the Plan.

Oral surgery and procedures performed in connection with orthodontic treatment, which include, but are not limited to:
orthodontic extraction, serial extraction, orthognathic surgery, transeptal fiberotomy, gingivectomy, and surgery to uncover
impacted teeth are not covered.

Services rendered by a dental office other than the Member’s Assigned Dental Provider Group are not covered. An
exception is made for Emergency Dental Care, as defined in the Combined Evidence of Coverage and Disclosure Form.

The placement, maintenance, and removal of implants, or crowns and fixed prosthetics supported by implants, are not
covered.

Restorations to replace or stabilize tooth structure lost solely by abrasion or erosion are not covered. Restorations of
natural teeth other than those noted herein are not covered. Such treatment includes, but is not limited to, replacing or
stabilizing tooth structure loss by abrasion or erosion.

Periodontal splinting/grafting is not covered.

Replacement of amalgam restorations with new reiterations of a dif ferent material solely to eliminate the presence of
amalgam are not covered.

Restorations and dental prosthetics that are done solely to alter the vertical dimension of occlusion, alter the plane of
occlusion, modify a parafunctional habit, and/or treat temporomandibular joint dysfunction and/or myofacial p ain
syndrome are not covered Services. If performed, the p atient must pay the dentist’s Billed Charges. These services
include:

Realignment of teeth

Gnathologic recording

Equilibration

Occlusal splints and night guards

Overlays, implant supported partial dentures and overdentures

The replacement of otherwise serviceable existing restorations and dent al prosthetics

Precision attachments and stressbreakers

Dental services that the Plan determines not to be medically necessary or consistent with good professional practice are
not covered.

Dental services that would not be consistent with the individual Member ’s dental needs and/or professional recognized
standards of dental therapeutics for that Member are not covered.

The premature extraction of asymptomatic or non-p athologic impacted teeth at an early stage of tooth development,
which, if allowed to further develop and erupt, would reduce the likelihood of needing a more invasive surgery and/or
experiencing post-operative complications.

Adjunctive dental services that are performed solely to facilitate the performance of another non-Covered Service.

Medical services for treatment of fractures, dislocations, tumors, non-dentigerous cyst s, and neoplasms, and other
medically necessary surgeries of the jaws or related joints are not covered. Requests for such services should be
submitted to the Member’s full service medical health plan.

Relative analgesia (N202 - nitrous oxide) is not covered.
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HEALTH PLAN BENEFITS AND COVERAGE MATRIX (GROUP PLANS)

This Matrix Is Intended To Be Used To Help You Compare Coverage Benefits And Is A Summary Only. The Combined
Evidence Of Coverage And Disclosure Form And Plan Contract Should Be Consulted For A Detailed Description Of
Coverage Benefits And Limitations.

This Uniform Matrix supersedes any other such matrix in the Combined Evidence Of Coverage and Disclosure Form which
describes the Plan benefits.

Benefit Description Corresponding Copayments

or Limitations
Deductibles: There are no deductibles.
Lifetime Maximums: There are no lifetime maximums.
Calendar Year Maximums: There is a Calendar Year Maximum of $1000

Professional Services:

Comprehensive Oral Exam No Charge
Periodic Oral Exam No Charge
Intraoral X-rays No Charge
Prophylaxis No Charge (once every 6 months)
Topical Application of Fluoride (under 18) No Charge
Amalgam Fillings (primary and permanent teeth) $14 to $34 (dependent upon number of tooth surfaces)
Resin fillings (front teeth only) $25 to $28 (dependent upon number of tooth surfaces)

Crowns (single restorations not associated with a bridge) $85 to $245 per unit (dependent upon materials used)
plus actual lab cost of precious metal and/or other material upgrade

Root Canal $100 to $175 (dependent upon tooth number)
Apicoectomy $100
Gingivectomy $115 per quadrant
Gingival Curettage $40 per quadrant
Crown Lengthening Not a covered benefit of this plan.
Periodontal Root Planing and Scaling $40 per quadrant
Full Mouth Debridement $40
Full Mouth Dentures (either immediate or complete) $250 for upper, $250 for lower
Partials (upper/lower) $225 to $255 each (dependent upon material)
Bridges (pontics/abutment crowns) $125 to $165 per unit
plus actual lab cost of precious metal and/or other material upgrade

Extractions (not for orthodontic purposes) $16 to $90 (dependent upon type of extraction)
Outpatient Services: Please see Professional Services listed above.
Hospitalization Services: Not a covered benefit of this plan.

Emergency Services: (after-hours office-visit fee when applicable)
In Area: Assigned provider is responsible to provide emergency care 24 hours a day/7 days a
week.
$5 to $20 copayment for relief of pain.

Out of Area: If your acute emergent dental condition prevents you from contacting your
assigned dentist, you may receive care by any licensed dentist. The Plan will reimburse you
for covered emergency services only, subject to applicable copayments.

Ambulance Services: Not a covered benefit of this plan.

Prescription Drug Coverage: Not a covered benefit of this plan.

Durable Medical Equipment: Not a covered benefit of this plan.

Mental Health Services: Not a covered benefit of this plan.

Chemical Dependency Services: Not a covered benefit of this plan.

Home Health Services: Not a covered benefit of this plan.
13
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SAMPLE PEDODONTIC SPECIALTY BENEFITS

m requires referral from your Assigned Dental Provider Group
® subject to specialty family calendar year maximum
= benefits apply through age 18

Copayments listed in this Schedule of Benefits do not apply to Covered Services provided by a pedodontist. Instead, the
parent or guardian is responsible for 49% of the pedodontist’ s contracted rate, as shown in the samples below.

Approximate Range

Code Procedure of Provider Charges

Patient
Copayment

007120 OFal EXAM .....cueiuieuieuieiieieteietesteste e stestessestessessessessessessassassessessassessessessessessessessessessensens $10-$54
007140 LIMItEA OFal.....ccuiiiiieiieiieiie ettt sttt re e seeseeseeseeseeseeseessesseseessessensenessessesseses $65
00150 COMP OFaAL.....eeeeeeeeeeee ettt e e et eeeae e e e teeeteeseeateeeeeneeeseeeneenennneans $35-$72
00210 INLTA0OTAI X-TAY .....cvveuierieuierieietetetetestestestestestessessessessessessessessessessessessessessessessessessessensens $39-$67
00220 PEIAPICAL ...ttt ettt et e e e et e teeete e e e teeneeeeeseeeneenenneans $18-$33
00230 Periapical AAItIONal .............ooiuieeieeeeeeeee et eaean $5-$60
(010722 L@ ToTo] [N T SRS $30
00270 BItEWING=-SINGIE ......eoiiiiiie ettt e et e et e e aeeaneeesneeesneeesaeenreeennas $10
00272 BIEWING-TWO......eeuieuieuieiietieietetetetestestestestestestessessessessessessessessessessessessessessessessessessansens $12-$60
00274 BIEWING=FOU ... .ccuiitiiteiteite sttt sttt te e tesseeseeseeseeseeseeseeseeseeseeseesseseeseesessesseneas $50
(00K IC T O J = Ta Vo =T o' o SRS PSP $68
L0 b 0 @311 T I = e o o 1Y $12-65
01201 Child Prophy W/FIUOTAE ..........cveierierieieieieiesiesieste e ste st ste e s e tessessessessessessessessassassens $34-$82
(0 D0 @311 T I [T Ty To [P RR $6-$25
01351 Sealant-Per TOOth .........ceiiiiiicecie sttt se e e e eseeneeas $5-$55
01510 Space Maintainer-Unilateral ..................ccooeiiiooe i $240-$348
01515 Space Maintainer-Bilateral................cc.oooveieeoi e $270-$332
02110 AMAIGAM-ONE........eiuieiieiieiieieieiet et e et e e stestestestessestessessessessessessessessessessessessessessensensens $50-$75
02120 AMAIGAM-TWO ....e.veveiiesieeteste st stesteste e stesteeseesaeseeseeseeseesaessessessessessesessessessensensensensensenes $42-$108
02130 AMAIGAM-TRIEE ......viiveiiecie ettt e e se e e e s e s e s e s ensensessensensenes $93-$125
02140 AMAIGAM-ONE-PEIMN.......ceiieieieieieiet ettt ste e stestessestessessessessessessessessessensens $75-$82
02330 RESIN-ONE.......ocvveeeeeeeeeteteteteteeeteteteeeteaeseaesesesetesssesesesesesesesesesesesesesesesssesssesesssssssssnansnans $100-$130
023371 RESIN-TWO «....oveeeeetceeeeeteteeee et et e et ee et eae s eeeteseseeetess s seesessseessesssseetesssseesessnseeeseen $100-$115
02335 RESIN-FOU.......cieieieieietesteste e te st et et e st s be st e s besbesbesbesbesbesbesbestestesbesbesteatesaessestensenaeneans $215
02380 RESIN-ONE-POSLEIION .......c.ecieuieiieiieieieieest ettt teste e testestestessestessessessessensens $42-$62
02381 ReSIN-TWO-POSLEOr-PriM........eiiiieee et et aeeesneeas $144
02385 ReSiN-ONe-PoSsterior-Perm........ ..ottt $119
02930 Stainless Steel CroWN-PriM .........cccciiiiiiiiiiiiiie e saesae e ssesse e s $85-$250
03110 PUIP CAP-DIIECL ... oot e te e e e e eaeeeaeeaeeneeareens $40
03220 PUIPOLOMY ...ttt sttt ettt et ae e sa e seesaeseesaeseesseseeseessessensensensensensensns $83-$125
07110 EXtraction-SINGIE........cccoviiiiiiiiiiiii ettt a e e e e e e e nae s ensensenas $45-$125
07120 Extraction-Additional TEEtN ..........ccccviiiiiiiiiiiiiece e $70-$125
(0L i L0 @ eT o ETU =T o o [T $5-$55
09440 Office VISH-ARET HOUIS ......cuviiiiiiiieiicicce sttt $75-$100
09930 TX Of COMPIICALIONS .....eeiiiiie e e e e e e e e e e s e e e e enaeeeeneeeanes $85

740-0035 10/2011 ©2011-2012 United HealthCare Services, Inc.

49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges
49% of Provider Charges

w UnitedHealthcare

YOUR SCHEDULE OF BENEFITS ENDS HERE
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ORTHODONTIA
program

Questions?
Call our Member Service department at

1-800-22-TEETH (1-800-228-3384)
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Typewritten Text
Visit our Web site at     www.myuhcdental.com


ORTHODONTICS (BRACES)

To take advantage of the UnitedHealthcare SignatureValue group 5. The following are not covered orthodontic benefits:
dental orthodontic benefit, a member must: = | ost, stolen, or broken appliances

= Be an eligible employee or dependent currently = Treatment in progress prior to the effective date of
enrolled in a UnitedHealthcare SignatureValue dental plan; UnitedHealthcare Dental coverage

= Not be subject to any exclusion listed for orthodontic Extractions required for orthodontic purposes

coverage; Surgical orthodontics or jaw repositioning
= Have a written referral to a contracted UnitedHealthcare Myofunctional therapy

Dental orthodontist, submitted by the assigned dental Cleft palat
Provider Group. .e paia e.
UnitedHealthcare Dental Orthodontic Benefits: Mlcrognathl_a
Macroglossia

Hormonal imbalances

Orthodontic retreatment when initial treatment was
rendered under this plan

m Palatal expansion appliances

1. Startup services including:
= Panographic radiographs.
= All required tracings.
= All diagnostic study models.
= All photographs.

All case studies.

Member copayment: $250

6. If atreatment plan is for less than 24 months, then a
prorated portion of the full member cop ayment shall apply.

(Services performed by outside laboratories are not a 7.

benefit; therefore, the cost is entirely the member’s
responsibility.)

If member’s dental eligibility ends, for whatever reason,
and the member is receiving orthodontic treatment under
the plan, the remaining cost for that treatment will be

prorated at the orthodontist’s usual fees over the number
of months of treatment remaining. The member will be
responsible for the payment of this balance under the
terms and conditions pre-arranged with the orthodontist.

2. All treatment performed during a 24-month period,
including:
® Consultations and all office visits.
® Fixed and/or removable appliances (including
headgear) required to adequately complete treatment 8.
in a satisfactory manner, subject to the limitations and
exclusions of the plan.

If the member has the orthodontist perform a “diagnostic
work-up” (a consultation and diagnosis) and then decides
to forgo the treatment program, the member will be

= Banding. charged a $50 consultation fee, plus any lab costs
= Retention, if required within a 24-month covered incurred by the orthodontist.
treatment period. 9. A member is eligible for only one 24-month orthodontic

Member copayment: $1895 for both upper and lower arch
$947.50 for upper or lower arch only

treatment period while covered under this Plan.
For orthodontic referrals, the following
procedure applies:

The assigned dental Provider Group will complete a written

referral form for the member and mail it to UnitedHealthcare Dental.
UnitedHealthcare Dental will process the referral request. The
referral will be made to a specialist contracted with UnitedHealthcare
Dental, who practices in the member’s area. A copy of the
processed referral is sent to the member, the referring dentist

and the selected contracted orthodontist who has agreed to

provide these services at reduced fees for UnitedHealthcare Dental
members. The member can then call the Orthodontist and

If orthodontic treatment requires more than 24 months,
members may be charged the orthodontist’s regular fees
for additional monthly visits as needed, as well as
copayments for retention (see item #3 below).

3. Retention is included in the full treatment cop ayment if
started during the 24-month active treatment coverage
period. If retention is begun after the 24-month treatment
period, then an additional retention copayment is
applicable.

Member copayment: $250 for children up to age 18
(includes upper and lower retainers);

$300 for adults age 18 and older
(includes upper and lower retainers)

. Final records, if required by your orthodontist, including
photographs, models, radiographs or other studies.
Member copayment: $150

(Services performed by outside laboratories are not a
benefit; therefore, the cost is entirely the member’s
responsibility.)

schedule an appointment.

30One orthodontic benefit under this plan is available per
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lifetime, per member. A member may access this benefit for
either Interceptive Orthodontic Treatment or Comprehensive
Orthodontic Treatment, or both. If both interceptive treatment
and comprehensive treatment are necessary, and both are
completed within a 24-month period, the copayments listed
will apply. If both are necessary and active treatment for both
extends beyond 24 months, the provider is obligated to
accept the plan copayment only for the first 24 months of
active therapy. The provider may charge usual and
customary fees for active treatment extending beyond the
24-month benefit period.
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