Sun Life Dental Care
Individual Enrollment

Thank you for your interest in the Sun Life Dental Program. Sun Life Dental Care is a managed dental plan that
arranges for comprehensive dental services through their contracted panel of dentists conveniently located throughout
Colorado. The enclosed package should provide you with everything necessary to fully review the program and
become a plan member.

Sample Benefits of the Sun Life Dental Care Plan

Routine Office Visit Low Co-payment
Comprehensive Oral Evaluation No Charge
X-Ray- Inwaoral, Comp., Series, Incl. Bitewing No Charge
Topical Application of Fluoride (Child) No Charge
Fillings Low Co-payment
Crowns and Bridges Low Co-payment

Special features include No Deductibles, No Claim Forms, No Maximum Limits on Benefits, No Pre-Existing Dental
Problems Excluded, No Referral required for specialists, Orthodontia Included, and a Worldwide Emergency Benefit.

@o\ Low Monthly Cost
@ é MemberOnly .... ............ $14.15

@ Member+1................... $22.72
Member & Family ............. $34.69
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How to Enroll f g: > hz

Step 1: You may enroll online or complete all sections of the enclosed enrollment form.

<

Step 2: You must select a dentist from the Sun Life website
http://sunlife.go2dental.com/member/dental_search/srchinp.cgi?plan_number=24 (Select Colorado then
enter your zip code) or call Sun Life at 1-800-443-2995 for a list of dentists in your area. Record the
dentist’s Facility ID number on the enrollment form in the space provided. Application cannot be
processed if you do not select a dentist.

Step 3: After completing and signing the enroliment form, complete the payment authorization form and mail
them to:
National Benefits Consultants
7395 E. Peakivew Ave.
Centennial, CO 80111

Enrollment form with payment must be received by the 20% of the month in order to begin coverage on the 1# day of
the following month. When your enrollment is processed, membership confirmation will be sent to your e-mail

address. You may make an appointment with your selected dentist at anytime after your effective date of coverage.

Questions: Sun Life Dental Care: 1-800-443-2995
National Benefits- billing administration:  1-720-488-9892




Sun Life DHMO Dental & Vision Care
Enrollment Form

Requested Effective Date

Pinnacle Dental Plan 904672

First Name MI Last Name OM | Date of Birth Dentist ID #
OF

Address City State Zip Social Security Number

Home Phone Work Phone Email Address

Dependents to be Included in Coverage:
First Name MI Last Name Relationship Sex Date of Birth Dentist ID #

oM
OF

oM
OF

OM
OF

OM
CF

OMm
OF

OM
OF

Check any boxes that apply and follow instructions:

[0 Are you covering more than 4 dependents? Please continue listing on additional Enrollment Form.

[ Is the address of any dependent different than the primary insured? Show that dependent’s name and address on the back of this form.
O Are you requesting coverage for a dependent other than spouse, son, or daughter? Forward legal custody paper.

[ Are you requesting coverage for a dependent child over age 19 that is NOT a full-time student? Fumish proof of incapacity.

The dental program is a managed care Plan, offering comprehensive benefits through a network of Plan dentists.
Enrollment in this Plan includes a vision discount program through Vision Service Plan and its network of providers.

To the best of my knowledge and belief, each of the statements and answers supplied in this form is complete and true, and they constitute the sole basis for, and are the
inducement for, the issuance of any coverage. I hereby apply for membership in this Plan for myself and for any eligible dependents listed above. I agree, for myself
and for any eligible dependents listed, to abide by the rules and regulations of the Plan and the terms and conditions of the Service Agreement. I authorize any licensed
dentist, physician, hospital or other health care provider to furnish the Plan with any required dental or medical information, as permitted by law about myself and any
eligible dependents listed. I represent the information provided is true and correct to the best of my knowledge. I further understand that my coverage and benefits may
be affected by failure to provide complete and accurate information. I will promptly advise the Plan of any changes in this information.

Signature: Date:

Select a dentist from the Sun Life website: http://sunlife.go2dental.com/member/dental_search/srchinp.cgi?plan_number=24

Submit completed form to National Benefits with Payment Authorization Form




National Benefits Consultants

7395 E. Peakview Ave. Centennial, CO 80111
Fax: 720-488-9893
E-mail: Info@NatBenCo.com

CREDIT CARD AUTHORIZATION

Please fill out, scan and
send completed form via:
Customer Information

Fax:
Contact Name: 435-268-3603
Telephone: Mail:
Email: 7395 E. Peakview Ave.
Address: Centennial, CO 80111
Email:
Info@NatBenCo.com
Any information sent via E-Mail
or Fax is not secure and is
Country: being transmitted at sender’s
own risk.
It is the Customer’s
Credit Card Account responsibility to inform
National Benefits of any
Account Type: VISA MASTERCARD changes to the billing
L rrrrerrrerrfd e e, OOt
Account Number: and/or changes to the card
' | " " " " " " " | holder's name of credit card
Expiry Date: account provided.

Any information provided in
Security Code: I:“:":I this form will be used for the
completion of this
transaction only, and will be

Address: destroyed after completing
the purchase.

Cardholder Name:

Frequency: Monthly Annually

Authorization

| authorize National Benefits Consultants to debit the credit card account provided above for the purchase of product by
the above Customer. | also understand that this authorization will remain valid for monthly pay members until | cancel
such authorization in writing.

Authorized Signature: Date:




Copayment Schedule with

Specialty Benefits
Benefits provided by: United Dental Care of Colorado, Inc.
Executive Office:
One Sun Life Executive Park
Wellesley Hills, MA 02481
800.443.2995
1. PLAN DENTIST SERVICES (subject to Limitations and Exclusions listed in the Evidence of

Coverage):

The dental services listed on the Copayment Schedule below are covered only when provided by
Member’s selected Plan Dentist. Dental services that do not appear on this list are not covered
by Plan. Member will be responsible for paying the amount listed in “Member Copayment”
column at the time the service is received, or in accordance with Plan Dentist’s billing procedures.

Except in the case of covered dental emergency services, payment for all services
received from a non-Plan Dentist will be the responsibility of Member.

ADA Member
Code** Service Description** Copayment
Appointments
None Office visit - during regularly SChEAUIB NOUIS™........ciienemiimsesissesssins s s isesssssssssssssssssssssssssanss 5.00
D0120 Periodic oral evaluation - established patient.............. No Charge
D0140 Limited oral evaluation - problem fOCUSEA..........ccreirirririieri s ssss s sssessssessssesens 20.00
D0150 Comprehensive oral evaluation - new or established patient.............c.cocovuneeneee No Charge
D0180 Comprehensive periodontal evaluation - new or established patient No Charge
None Missed appointment Without 24 hOUF NOtCE™ ..ottt ettt sa s s 20.00
D9310 Consultation - diagnostic service provided by dentist or physician other than requesting dentist or
physician.........ooooeeeeeeeereeeeeen eeetereraerenenraeen ettt areeas 25.00
D9440 Office visit - after regularly SCheduled ROUFS.............o it 40.00
Diagnostic Dentistry
D0210 Intraoral-complete series of radiographic IMAGES. ... ssssssssssns No Charge
D0220 Intraoral-periapical first radiographic iMage........c.oiin i ————— No Charge
D0230 Intraoral-periapical each additional radiographic image No Charge
D0240 Intraoral-occlusal radiographic IMAGE...........cwueeecererrirces ettt sas e ss st enase s No Charge
D0250 Extraoral-2D projection radiographic image created using a stationary radiation source, and
GBEBCION. .ot s e No Charge
D0260 Extraoral-each additional radiographic image..... No Charge
D0270 Bitewing-single radiographic image...........cvuvevee No Charge
D0272 Bitewing-two radiographic images...... No Charge
D0274 BiteWing-four radiographiC IMAGES..........cvverirrrirrsnriseecsssrismrssssesssssssssssessscsssssssssssssssssessessssssssssssssesssnessasssess No Charge
D0330 Panoramic radiographiC iMAGE.. ... rrsrsreessisssssessssssssssssssesssssssesessssssssssssssssesssssssssssesssses No Charge
D0415 Collection of microorganisms for culture and sensitivity No Charge
D0425 Caries susceptibility tests. ...........ccovroverrrreeerreeenernineesneneeseeeneens No Charge
D0460 PUlp VItality tESES....cuuiriimiiiiiiii i e No Charge
Preventive Dentistry
D1110 Prophylaxis - adult (once every 6 calendar MONAS)..........c..cc. et No Charge
D1120 Prophylaxis - child (once every 6 calendar months)
D1203 Topical application of fluoride - child............cccoverimiensiriinicccnnne
D1310 Nutritional counseling for control of dental diSEase.............cocurrerreerrrerneeerecnecreere et seeseees
D1330 Oral NYGIENE INSIUCHIONS. ....vvueveeesrrie st s ss st et b st s aa bbbt
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ADA Member
Code** Service Description** Copayment
D1351 Sealant - PEI 00t ... 5.00
D1510 Space maintainer - fixed = UNIALETal............cc.couiieee et st s s bbb ben
D1515 Space maintainer - fixed - bilateral'.............
D1520 Space maintainer - removable - unilateral
D1525 Space maintainer - removable - bilateral"........
D1550 Re-cement or re-bond SPace MaAINTAINET ... s 5.00
None Additional prophylaxis (D1110 or D1120 service does not apply to patients with periodontal
HISBASE) ™ ...t reeeeerererit et ssse bbbttt b bbb R RS RER AR RS R SRR 20.00
Restorative Dentistry
D2140 Amalgam - one surface, primary or permanent........
D2150 Amalgam - two surfaces, primary or permanent......
D2160 Amalgam - three surfaces, primary or permanent................
D2161 Amalgam - four or more surfaces, primary or permanent...
D2330 Resin-based composite - 0Ne SUMACE, @NTETIO ..o s
D2331 Resin-based composite - tWo SUMACeS, aNtBMION.............cccuerriinnnier s s
D2332 Resin-based composite - three surfaces, anterior............cooveeeneiernnensisessinesesnssesnens
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterion).....c..oeerreermeen 40.00
D2391 Resin-based composite - 0ne Surface, POSEMIOr..........covnii e ————— 25.00
D2392 Resin-based composite - tWo SUfAceS, POSLEHON. .........ccccreininiii i s 35.00
D2393 Resin-based composite - three SUrfaces, POSIEMION. ... rurreecrrirmecreercie e 45.00
D239%4 Resin-based composite - four or more surfaces, POSEMOr. ... ——————
D2510 Inlay - metallic - ONe SUMACE ............oreurreeeeec e
D2520 Inlay - metallic - tWO SUMACES .......ocvruirerrennsse s ssessssesenssssennens
D2530 Inlay - metallic - three or more SUMaces ... ————
D2543 Onlay - metallic - three SUMACES ..o eceererenirernrsnreseneseeeseisersssesecesenes
D2544 Onlay - metallic - fOUr O MOTe SUMACES .........vvwrreerreermrernressresseesessssseesssaesesssesssenaases
D2610 Inlay - porcelain/Ceramic ONE SUMACE ........c.cucuureurerreriiersiiirir s ses s ssssessessessesseans
D2620 Inlay - porcelain/ceramic tWo SUMACES .......c...everrereerreeseenerneseseesesseesesses s resessssssesssssssesssssrssssscssees
D2630 Inlay - porcelain/ceramic three or MOre SUMACES .......ovvveuerrrerreerssnnerssiseseeeeesesssessesssnessescsessees
D2740 Crown - POTCElAIN/CEIAMIC ...vvvrerueiereeresierereseresasssressesesersressee s asesssesassees
D2750 Crown - porcelain fused to high noble metal'..........nmmmnn.
D2751 Crown - porcelain fused to predominantly base Metal'..............c.ornnnccrc e en e
D2752 Crown - porcelain fused t0 NODIE MELAI ..o e
D2790 Crown - full cast high noble metal'.................. e
D2791 Crown - full cast predominantly base metal'... et s
D2792 Crown - full cast NObIE MELal'..........c.ou i st saenes
D2910 Re-cement or re-bond inlay, onlay, veneer, or partial coverage restoration..........c.ucomicnn:
D2920 Re-CEMENt OF FE-DONG CIOWN.......oviiiririreicicre e st ss s s b s
D2930 Prefabricated stainless steel crown - primary tooth.............c.eeeeireneieneneee e sssesssseseees
D2940 Protective reStOration.... .. et s st
D2950 Core buildup, including Ny PiNS........cecrmmimi .
D2951 Pin retention - per tooth, in addition to restoration.............c.ccocoevrrreccccinenee
D2952 Post and core in addition to crown, indirectly fabricated".............cccoencririuancan.
D2954 Prefabricated post and core in addition 10 CrOWN..........ccverenerenmnnnrnessssennens
D2960 Labial veneer (resin 1aminate) - ChAIFSIAR ..........c.coccriererciniericiess e sess s ses s isns st st sesssssssssssssne
D2962 Labial veneer (porcelain laminate) - [aDOratory’.............evrorienriniininienenec ettt esee et saesseeneens
D2980 Crown repair necessitated by restorative material failure’...
None Temporary filling™
Endodontics
D3110 Pulp cap - direct (excluding final FeStOration)............cov.eeerinenrirnerese s sesesseiseases e s ssesessessss e sssssssessssees 12.00
D3120 Pulp cap - indirect (excluding final FEStOration)............covvuieuirmcueceeriieneneieseerse et seessee e seerens 6.00
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the
dentinocemental junction and application of mediCament............c.ccvrnenn i —————— 25.00
D3310 Endodontic therapy, anterior tooth (excluding final restoration)............coccovevereimecnesn s 110.00
D3320 Endodontic therapy, premolar tooth (excluding final restoration)..............cececemrecenenesenin s 130.00
D3330 Endodontic therapy, molar (excluding final reStoration).........u e 190.00
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ADA Member
Code** Service Description** Copayment
D3346 Retreatment of previous root canal therapy = @nterior.............cocouniin s 210.00
D3347 Retreatment of previous root canal therapy - PremoIar...........c.oceeverenenenceneriseseeseesreeiseiseens ...300.00
D3348 Retreatment of previous root canal therapy - MOIar. ... ...350.00
D3410 ADICOBCIOMY-ANTEIION.......eevreerseisrentaiestseee et s s s bbb R SRR SRR R SRS R s 100.00
D3421 Apicoectomy-Premolar (first FOOL).............ccvreeereeneriese e s b 100.00
D3425 Apicoectomy-Molar (first FO0L).......vis i ———— 100.00
D3426 Apicoectomy-Each additional Fo0t. ... s 75.00
D3430 Retrograde filing = PEI FOOL.........c.viriineriie st s bbb bbb 30.00
D3450 ROOt GMPULBLION = PEF TOOL......vueveereiecrrecieisrircesesessssesse s sss s b ss st ses s as s st s bbb sttt et s s snenaeses 50.00
D3920 Hemisection (including any root removal), not including root canal therapy..........uenccnm, 40.00
Periodontics
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per
QUAAFANE ... vttt ettt ettt e sas s s b s ettt b s s s b e s e st s s et s s bee s s a2 s e s bbb s R a e bt e 150.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per
QUAATANE........cuevveeeriieter ettt tes et s bbb a st s s e b s b et b e b e Rt b R E s bs b et b Rt R 90.00
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous
teeth or tooth bounded SpPaces Per QUALIANE.............coc.vrerurrrer ettt ses e es e es e 275.00
D4261 Osseous surgery (including elevation of full thickness flap and closure) - one to three contiguous
teeth or tooth bounded spaces per quadrant..
D4320 Provisional splinting - intracoronal...................
D4321 Provisional splinting - eXtracoronal...........ememisnins
D4341 Periodontal scaling and root planing - four or more teeth per quadrant
D4342 Periodontal scaling and root planing - one to three teeth per quadrant
D4355 Full mouth debridement to enable a comprehensive oral evaluation and diagnosis on a subsequent
VISIEL .1t eueeseeseeeseses et e et se st ss st bR R AR RS R R SE R SE R R R
D4910 Periodontal maintenance................
None Periodontal hygiene instructions™
None Periodontal charting for planning (SPECIAILY)™........cceeerirmerinernirnn e 8.00
Removable Prosthodontics (Removable Dentures)
D5110 Complete denture = MAXIllANY ...........couiieereiiereieee et sersenases s et en st st p e sn e ssen s rasenis
D5120 Complete denture - mandibular'......
D5130 Immediate denture - maxillary........
D5140 Immediate denture - mandibular’
D5211 Maxillary partial denture - resin base (including any conventional clasps, rests and teeth)'............ccocovereereercnnene. 310.00
D5212 Mandibular partial denture - resin base (including any conventional clasps, rests and teeth)"...........ccoocooovieenece. 310.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any
conventional clasps, rests Aand tEEHH) ..ot s 310.00
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any
conventional clasps, rests and tEEth) ... -
D5410 Adjust complete denture - MaXillary..........ccceceimic——
D5411 Adjust complete denture - mandibular..............ccoocniicnnciinn
D5421 Adjust partial denture - maxillary............
D5422 Adjust partial denture - mandibular.........
D5510 Repair broken complete denture base'...
D5610 REPAIr rSIN ABNMUIE DASE'........ooreoeeeeecerreeeee ettt et
D5620 REPAIN CASt FTAMEWOIK'......cvueusiererurissssessssssesssssssssss s s ssesssssses st sesssssssssssssssssessesseessssss s sesssssessessseessessesssessenseens
D5630 Repair or replace broken clasp - per tooth’
D5640 Replace broken teeth - per tooth'...............
D5650 Add tooth to existing partial denture’..........o..oevvvnencnnenscniennesenenes
D5730 Reline complete maxillary denture (chairside)..........coueeeereereencencen.
D5731 Reline complete mandibular denture (chairside)....
D5740 Reline maxillary partial denture (chairside).............
D5741 Reline mandibular partial denture (chairside).........
D5750 Reline complete maxillary denture (Iaboratory)’............ocveeveieninninii
D5751 Reline complete mandibular denture (laboratory)’
D5760 Reline maxillary partial denture (JADOTELOTY) ..........vvvereermresersereseeieresseseseeesssessseseessesse s cessess st ssssssrsssesesssssssenes
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ADA Member
Code** Service Description** Copayment
D5761 Reline mandibular partial denture (Iab0ratory) ... s 75.00
D5850 TisSue CONMItIONING, MAXIAMY..........vvereerrrcerreresensse et sees et es st sees b s ess st s ss et ss st ssseensees 15.00
D5851 Tissue conditioning, MANGIDUIAN............cccrreireeriiisrinr et s s s s ssss e sse e sesansae 10.00
D5862 Precision attachment, DY FEPOM ..ottt nns 80.00
Fixed Prosthodontics
D6210 Pontic - cast high NODIE MELAL ... st e b bbb
D6211 Pontic - cast predominantly Dase Metal'..........cuvoirierninmeenne s
D6212 Pontic - cast noble metal'..............ooereeec s
D6240 Pontic - porcelain fused to high noble metal'...............cooercenceiennccneincierienne .
D6241 Pontic - porcelain fused to predominantly base metal’................ooooi e 225.00
D6242 Pontic - porcelain fused to NODIE MEal'...........ccouruirerniinrieiir s sess st ss st ssssssenseees 225.00
D6251 Pontic - resin with predominantly base metal'..........cccoccrnniriii e 225.00
D6545 Retainer - cast metal for resin bonded fixed Prosthesis’............o.vvcuirereecveeeeecee et saees 120.00
D6721 Retainer crown - resin with predominantly base metal’.........ccovii . 225.00
D6750 Retainer crown - porcelain fused to high noble Metal'.............cocovin s 225.00
D6751 Retainer crown - porcelain fused to predominantly base metal............c.ocreeveeseciiiesiscisc s 225.00
D6752 Retainer crown - porcelain fused to noble Metal............ces—————
D6780 Retainer crown - 3/4 cast high noble metal’
D6790 Retainer crown - full cast high noble metal’
D6791 Retainer crown - full cast predominantly base Metal'..............coouecrerieieinri e 225.00
D6792 Retainer crown - full cast noble metal.............cooniviniseenienens
D6930 Re-cement or re-bond fixed partial denture
D6940 SHrESS DIEAKEN......cvvvrerrsesriseessisnesrissssessssssesssssessssnns
D6950 Precision attachment............c.cccooene.
D6980 Fixed partial denture repair, by report'....
None Resin bonded bridge pontic, PEF UNIE ...t ss et es s s sssenstens
Oral Surgery
D711 Extraction, coronal remnants - Primary t00th...........cccu e s esessaesseeeeseen
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal)
D7210 Extraction, erupted tooth requiring removal of bone and/or sectioning of tooth, and including
elevation of mucoperiosteal flap if INQICAIEA............ccuvuieueieieiirecre ettt r e ssas s ass s sassesesenes
D7220 Removal of impacted to0th - SOt tISSUE........ucuuirirrenireieriseinsersss e sesssessssessssesssssssssessasssssessssen
D7230 Removal of impacted tooth - partially DONY ...
D7240 Removal of impacted tooth - completely bony...........ccccvvecrinninncees
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications....
D7250 Removal of residual tooth roots (cutting procedure)..........ccoevvceeeerecveevseneesnesnesnenns
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth.......
D7280 EXposure of an erupted t00th.......c.vuiiirrrcinr ettt ss s
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant.........c..cceeeerrrernens
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant.............cccceveun 70.00
D7471 Removal of lateral exostosis (maxilla of MANGIDIE)............. vttt 85.00
D7510 Incision and drainage of abscess - iNraoral SOft HISSUE.............cc.orerenerirrnsisess st easssssseeees 30.00
D7910 Suture of recent SMall WOUNAS UP 105 CML....uuuriuiieiriirerriese et tsssssssssssssssssesssssssssssesssasssssssessesssssssssssnsas 50.00
D7960 Frenulectomy - also known as frenectomy or frenotomy - separate procedure not incidental to
ANOMNET PIOCEUUIE. c.vvuvvuressssssessssssssir s sss st s ssss s sb s bsss s b ses b b s sass s ess s s ss bbb e bbb ess s s b e b s ssbensanspens 70.00
Anesthesia, Analgesia, and Sedation
D9220 Deep sedation/general anesthesia - first 30 MINULES...........coureririrrineiniirecisn e ssssesnans
D9230 Analgesia, anxiolysis, inhalation of nitrous OXide.............ccuecerrervrnerenneersncreeceenne
D9241 Intravenous moderate (conscious) sedation/analgesia - first 30 minutes
D9940 Occlusal guard, by report......ccuiimimmi s
D951 Occlusal adjustment - limited......
D9952 Occlusal adjustment - complete
Bleaching
D9972 External bleaching-per arch-performed in office
None External bleaching, Doth @rChES™ ... st sssssssss s ssesssssessasssnssnns
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2, SPECIALIST SERVICES (subject to Limitations and Exclusions listed in the Evidence of
Coverage):

Should Member require dental services that his selected Plan Dentist is unable to provide, he
may obtain those services from a Plan Specialist. No referral is needed from the selected Plan
Dentist in order for Member to obtain services from a Plan Specialist. Member responsibilities for
obtaining services from a Plan Specialist are outlined below.

1. On Copayment Schedule (subject to Limitations and Exclusions listed in
the Evidence of Coverage):

The following Copayment Schedule applies to covered services when they are
provided by a Plan Specialist. If Member receives a service listed on the
schedule, he will be responsible for paying the amount in “Member Copayment”
column at the time the service is received, or in accordance with Plan Specialist’s
billing procedures.

ADA Member
Code™ Service Description** Copayment
Appointments
D0140 Limited oral evaluation - problem focused...........coeeonerninsens
D0150 Comprehensive oral evaluation - new or established patient
Endodontics
D3320 Endodontic therapy, premolar tooth (excluding final restoration).............ceureerecreenemmseenseeseeiseeseeeseeeese e esseessenes 235.00
D3330 Endodontic therapy, molar (excluding final reStoration)............eereeiernrmereenerssmnssessseesseersasssessessssesesesssesnes 320.00
D3346 Retreatment of previous root canal tErapy = aNTEIHON. ... 335.00

D3347 Retreatment of previous root canal therapy = PrEMOIEL..........cvcecvinein s s sssssssssseses 430.00
D3348 Retreatment of previous root canal therapy = MOIAN...........verreeemrineeesess s sssssesssesssssesssesssesesssssssssassssses 475.00

D3410 AADICOBCIOMY-ATHEIION. .. ...rvcvriceneeessesessetsessse s sseser bbbt sse bbb sk s bbbt st b sttt 200.00
D3421 Apicoectomy-Premolar (fIrSt FOOL)........ccvrvocrcects et s et e e s s st sntes 230.00
D3425 ApICOBCtOMY-MOIAI (fIFSE FOOR).. ... ..ccececieee ettt st sss s e s an s sesnt s 265.00
D3430 Retrograde filiNg = PEI TOOL.......cciuieiire et ssa st s bbbt bbb s st st sn s snnnsnad 65.00

Periodontics
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per

(o TUE= o - o | PO 225.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per

QUAAANE.....coc s f .......................................................................................... 135.00
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous

teeth or tooth bounded spaces per UAAraNt............ccvirr i ————————— 390.00
D4261 Osseous surgery (including elevation of full thickness flap and closure) - one to three contiguous

teeth or tooth bounded SPACcES PEr QUAATANL.........c.vvriircrn e b s 234.00
D4341 Periodontal scaling and root planing - four or more teeth per quadrant..............covvvnnn 80.00
D4342 Periodontal scaling and root planing - one to three teeth per quadrant.............ococoevercorcneencre e 48.00
D4355 Full mouth debridement to enable a comprehensive oral evaluation and diagnosis on a subsequent

VISH 1.t tutteteeeeee et st s et sk e e E ke a ke iR R R AR AR SRR RS RE R ER SRR R 55.00
D4381 Localized delivery of antimicrobial agents via a controlled release vehicle into diseased crevicular

HISSUB, PEI T00MN.......cuecere s it sss e ses e s sesss s s ss s bR e b bRt 60.00

Oral Surgery
D7210 Extraction, erupted tooth requiring removal of bone and/or sectioning of tooth, and including

elevation of mucoperiosteal flap if INICAE.........cccvrvinimne i ——————— 60.00
D7220 Removal of impacted tooth - SOft tISSUE............ouoieieii ettt 80.00
D7230 Removal of impacted tooth - partially BONY...........coo e 105.00
D7240 Removal of impacted tooth - completely BONY.........ccoueereeriiiirim e essesseses 150.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications............c.ccvveveevneeneerineinnnns 160.00
D7250 Removal of residual tooth roots (CUtiNG PrOCEAUIE)..........c.cceuirieeriirie et ses s sr e 60.00
D7280 EXpOSUre of an TUPEA t00th........cvuvecerirreriieisene s 150.00
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ADA Member
Code** Service Description** Copayment
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant...........ccoceveeennennee 100.00
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant..........c..cocveevens 85.00
D7471 Removal of lateral exastosis (maxilla or MANGIDIE)..........c..veerurrrmerireerireriseeie i ess sttt ssrsasssssess 220.00
D7510 Incision and drainage of abscess - INraoral SOt tISSUB..........c.eeviuerrerirereiireneireret e ss s s sesss s s sesseenes 70.00
D7960 Frenulectomy - also known as frenectomy or frenotomy - separate procedure not incidental to
ANOLNET PIOCEAUIE........occviierie et b s bbb bbb bbb R bbb b bbb e b e bR bR ban bt 145.00
Anesthesia, Analgesia, and Sedation
D9241 Intravenous moderate (conscious) sedation/analgesia - first 30 MINULES...........cc.coeverrnrrerineriiiesesee s 130.00

2. Not on Copayment Schedule (subject to Limitations and Exclusions listed in
the Evidence of Coverage):

Dental services obtained from a Plan Specialist, but not listed on the schedule above,
will be provided to Member at a discount. A 15% discount, off that Plan Specialist’s
normal retail charges, will be applied to services obtained from a Plan Specialist who
is an Endodontist. A 25% discount, off that Plan Specialist's normal retail charges,
will be applied to all other services (including orthodontic services) received from a
Plan Specialist. Member will be responsible for paying the discounted charge at the
time the service is received, or in accordance with Plan Specialist’s billing
procedures.

*Member will be responsible for cost of additional lab fees for these services.

**Current Dental Terminology ©® 2017 American Dental Association, All rights reserved.

***Service does not have an American Dental Association current dental terminology code or descriptor.
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VISION DISCOUNT SERVICES

N1VSP

®

ACCESS PLAN

Your dental plan includes a vision discount plan through Vision Service Plan (VSP). The vision plan includes discounts on
exams (including contact lens exams) and the purchase of eyeglasses, sunglasses and other prescription eyewear when
provided by VSP doctors. VSP is available for you and everyone covered on your dental plan!

Services Available from a VSP Doctor Other Valuable Features for You
» Eye Exams — 20% discount applied to VSP » |mmediate savings when using a V3P doctor
doctor’s usual and customary fees for eye .
1 « You may use the discounts as often as you
exams wish
+ Glasses - 20% discount applied to VSP . No waiting periods
doctor’s usual and customary fees for complete gp
pairs of prescription glasses and spectacle lens ¢ No deductibles

i
options * No claim forms to fill out
Contact Lenses — 15% discount on VSP

network doctor’s contact lens exam fee.

Laser VisionCare® — VSP has contracted with
many of the nation’s laser surgery facilities and
doctors, offering you a discount off PRK and
LASIK surgeries, available through contracted
laser centers
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How to Use VSP

Locate a VSP doctor near you. You may either use our Web-based doctor locator at www.vsp.com, or call VSP
at 800.877.7195 to request a doctor listing.

Identify yourself as a VSP member and be prepared to provide the enrolled member’s social security number
when you make your appointment. (The VSP doctor will verify your eligibility and vision plan coverage, and will
obtain authorization for services and materials. If you are not currently eligible for services, the VSP doctor is
responsible for communicating this to you.)

Your fees are automatically reduced at the time of service - with no claim forms to fill out!

THIS VISION DISCOUNT PLAN IS NOT INSURANCE.

'Note: Does not apply to contact lens services. See contact lens section for applicable discount.
*Discounts only offered through the VSP doctor who provided an eye exam within the last 12 months.

VSP Member Services Support: 800.877.7195
Visit our Web site at www.vsp.com
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