SCHEDULE A
Description of Benefits and Copayments
Alpha Dental Programs, Inc. Individual & Family
DeltaCare® USA
Preferred Plan for Families

The Benefits shown below are performed as needed and deemed appropriate by the attending Contract Dentist subject to the
limitations and exclusions of the DeltaCare® USA Plan (“Plan”). Please refer to Schedule B for further clarification of Benefits.
Enrollees should discuss all treatment options with their Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the delivery of Benefits under this Plan and is not to be
interpreted as Current Dental Terminology ("CDT"), CDT-2022 Procedure Codes, descriptors or nomenclature which is under
copyright by the American Dental Association® ("ADA"). The ADA may periodically change CDT codes or definitions. Such
updated codes, descriptors and nomenclature may be used to describe these covered procedures in compliance with federal
legislation.

Out-of-Pocket Maximum (“OOPM”) for Pediatric Enrollees (Under Age 19)

Pediatric Enrollee: $375.00 each Calendar Year

Multiple Pediatric Enrollees: $750.00 each Calendar Year

OOPM applies only to Essential Health Benefits (“EHB”) for Pediatric Enrollee(s). OOPM means the maximum amount of money
that a Pediatric Enrollee must pay for Benefits under this Plan during a Calendar Year. Payment for Premiums and payment for
services that are Optional, that are upgraded treatments or that are not covered under the Contract will not count toward the
OOPM, and payment for such services will continue to apply even after the OOPM is met.

If only one Pediatric Enrollee is covered under this Contract, the financial obligation for Benefits is not more than the Pediatric
Enrollee OOPM. If two or more Pediatric Enrollees are covered under this Contract, the financial obligation for Benefits is not
more than the Multiple Pediatric Enrollees OOPM. Once the amount paid by all Pediatric Enrollee(s) equals the OOPM shown
above, no further payment will be required by any Pediatric Enrollee(s) for the remainder of the Calendar Year for Benefits.

We recommend that the Pediatric Enrollee or other party responsible for the Pediatric Enrollee keep a record of payment for
Benefits. If You have any questions regarding Your OOPM, please contact the Customer Service Center at 888-857-0337.

Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D0100-D0999 I. DIAGNOSTIC
D0999 Unspecified diagnostic procedure, S5 S5 Includes office visit, Includes office visit,
by report per visit (in addition | per visit (in addition
to other services) to other services)
D0120 Periodic oral evaluation - No cost No cost 1 of (D0120, DO150,
established patient D0180) per 6 months
D0140 Limited oral evaluation - problem No cost No cost 1 of (D0140, D0170)
focused per Contract Dentist
per 6 months
D0145 Oral evaluation for a patient No cost Not a Benefit
under three years of age and
counseling with primary caregiver
D0150 Comprehensive oral evaluation - No cost No cost 1 of (D0120, DO150,
new or established patient D0180) per 6 months
D0160 Detailed and extensive oral No cost No cost
evaluation - problem focused, by
report
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D0170 Re-evaluation - limited, problem No cost No cost 1 of (D0140, D0170)
focused (established patient; not per Contract Dentist
post-operative visit) per 6 months
D0171 Re-evaluation — post-operative S10 S10
office visit
D0180 Comprehensive periodontal No cost No cost 1 of (D0120, DO150,
evaluation - new or established D0180) per 6 months
patient
D0190 Screening of a patient No cost No cost 10of (D0190, DO191) | 1 of (D0190, D0O191)
per 12 months per 12 months
D0191 Assessment of a patient No cost No cost 1 of (D0190, DO191) | 1 of (D0190, D0191)
per 12 months per 12 months
D0210 Intraoral - complete series of $10 S5 1 series per 60 1 series per 24
radiographic images months months
D0220 Intraoral - periapical first No cost No cost
radiographic image
D0230 Intraoral - periapical each No cost No cost
additional radiographic image
D0240 Intraoral - occlusal radiographic No cost No cost
image
D0250 Extra-oral — 2D projection Not a No cost
radiographic image created using Benefit
a stationary radiation source, and
detector
D0270 Bitewing - single radiographic No cost No cost 1 set per 6 months
image
D0272 Bitewings - two radiographic No cost No cost 1 set per 6 months
images
D0273 Bitewings - three radiographic No cost No cost 1 set per 6 months
images
D0274 Bitewings - four radiographic No cost No cost 1 set per 6 months 1 series per 6
images months
D0277 Vertical bitewings - 7 to 8 No cost S5 1 set per 6 months
radiographic images
D0330 Panoramic radiographic image $10 S5 1 image per 60 1 series per 24
months months
D0340 2D cephalometric radiographic $10 Not a Benefit
image — acquisition,
measurement and analysis
D0350 2D oral/facial photographic image $10 Not a Benefit
obtained intra-orally or extra-
orally
D0391 Interpretation of diagnostic image No cost Not a Benefit
by a practitioner not associated
with capture of the image,
including report
D0415 Collection of microorganisms for Not a No cost
culture and sensitivity Benefit
D0419 Assessment of salivary flow by No cost No cost 1 per 12 months 1 per 12 months
measurement
D0425 Caries susceptibility tests Not a No cost
Benefit
D0460 Pulp vitality tests No cost No cost
D0470 Diagnostic casts No cost No cost
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D0472 Accession of tissue, gross Not a No cost Available only when
examination, preparation and Benefit performed in
transmission of written report conjunction with a
covered biopsy
D0473 Accession of tissue, gross and Not a No cost Available only when
microscopic examination, Benefit performed in
preparation and transmission of conjunction with a
written report covered biopsy
D0474 Accession of tissue, gross and Not a No cost Available only when
microscopic examination, Benefit performed in
including assessment of surgical conjunction with a
margins for presence of disease, covered biopsy
preparation and transmission of
written report
D0601 Caries risk assessment and No cost No cost 1 of (D0601, D0602, 1 of (D0601, D0602,
documentation, with a finding of D0603) per 12 D0603) per 12
low risk months when months when
performed by the performed by the
same Contract same Contract
Dentist or office Dentist or office
D0602 Caries risk assessment and No cost No cost 1 of (D0601, D0602, 1 of (D0601, D0602,
documentation, with a finding of D0603) per 12 D0603) per 12
moderate risk months when months when
performed by the performed by the
same Contract same Contract
Dentist or office Dentist or office
D0603 Caries risk assessment and No cost No cost 1 of (D0601, D0602, 1 of (D0601, D0602,
documentation, with a finding of D0603) per 12 D0603) per 12
high risk months when months when
performed by the performed by the
same Contract same Contract
Dentist or office Dentist or office
D0701 Panoramic radiographic image - No cost No cost
image capture only
D0702 2D cephalometric radiographic No cost Not a Benefit
image - image capture only
D0703 2D oral/facial photographic image No cost Not a Benefit
obtained intra-orally or extra-
orally - image capture only
D0706 Intraoral - occlusal radiographic No cost No cost
image - image capture only
D0707 Intraoral - periapical radiographic No cost No cost
image - image capture only
D0708 Intraoral - bitewing radiographic No cost No cost
image - image capture only
D0709 Intraoral - complete series of No cost No cost
radiographic images - image
capture only
D1000-D1999 II. PREVENTIVE
D1110 Prophylaxis - adult S5 S5 Cleaning; 1 of Cleaning; 2 of

(D1110, D1120,
D4346) per 6 months

(D1110, D4346) per
12 months
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D1110 Prophylaxis - adult Not a $45 Up to 2 additional
Benefit cleanings per 12
months
D1120 Prophylaxis - child S5 Not a Benefit | Cleaning; 1 of
(D1110, D1120,
D4346) per 6 months
D1206 Topical application of fluoride S5 S5 10f(D1206, D1208) | 2 of (D1206, D1208)
varnish per 6 months per 12 months
D1208 Topical application of fluoride — S5 S5 10f(D1206, D1208) | 2 of (D1206, D1208)
excluding varnish per 6 months per 12 months
D1310 Nutritional counseling for control Not a No cost
of dental disease Benefit
D1320 Tobacco counseling for the Not a No cost
control and prevention of oral Benefit
disease
D1330 Oral hygiene instructions Not a No cost
Benefit
D1351 Sealant - per tooth S15 Not a Benefit | Permanent molars
without restorations
or decay; 1 per 36
months
D1352 Preventive resin restoration in a S5 Not a Benefit | Permanent molars
moderate to high caries risk without restorations
patient — permanent tooth or decay; 1 per 36
months
D1354 Application of caries arresting S5 S5 1 per 6 months 2 per 12 months
medicament - per tooth
D1510 Space maintainer - fixed, S70 Not a Benefit
unilateral — per quadrant
D1516 Space maintainer - fixed — $97 Not a Benefit
bilateral, maxillary
D1517 Space maintainer - fixed — $97 Not a Benefit
bilateral, mandibular
D1520 Space maintainer - removable, S70 Not a Benefit
unilateral — per quadrant
D1526 Space maintainer - removable - S97 Not a Benefit
bilateral, maxillary
D1527 Space maintainer - removable - S97 Not a Benefit
bilateral, mandibular
D1551 Re-cement or re-bond bilateral S15 Not a Benefit
space maintainer - maxillary
D1552 Re-cement or re-bond bilateral S15 Not a Benefit
space maintainer - mandibular
D1553 Re-cement or re-bond unilateral S15 Not a Benefit
space maintainer - per quadrant
D1556 Removal of fixed unilateral space No cost Not a Benefit | Included in case by

maintainer — per quadrant

Dentist/dental office
who placed
appliance; a
separate charge
applies for service
provided by a Dentist
other than the
original treating
Dentist/dental office

XIScAhi-TX-dc-23




Code

Description

Pediatric
Enrollee
Pays

Adult
Enrollee Pays

Clarification/
Limitations for
Pediatric Enrollees

Clarification/
Limitations for Adult
Enrollees

D1557

Removal of fixed bilateral space
maintainer - maxillary

No cost

Not a Benefit

Included in case by
Dentist/dental office
who placed
appliance; a separate
charge applies for
service provided by a
Dentist other than
the original treating
Dentist/dental office

D1558

Removal of fixed bilateral space
maintainer - mandibular

No cost

Not a Benefit

Included in case by
Dentist/dental office
who placed
appliance; a separate
charge applies for
service provided by a
Dentist other than
the original treating
Dentist/dental office

D1575

Distal shoe space maintainer -
fixed, unilateral — per quadrant

$70

Not a Benefit

1 per quadrant per
lifetime; Age 8 and
under

D2000-D2999 I1l. RESTORATIVE

— Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, liners and acid etch procedures.

— Replacement of crowns, inlays and onlays requires the existing restoration to be 60+ months old.

D2140 Amalgam - one surface, primary $25 $25
or permanent
D2150 Amalgam - two surfaces, primary $30 $30
or permanent
D2160 Amalgam - three surfaces, S50 S40
primary or permanent
D2161 Amalgam - four or more surfaces, S55 S50
primary or permanent
D2330 Resin-based composite - one S60 $40 For primary or For primary or
surface, anterior permanent teeth permanent teeth
D2331 Resin-based composite - two $70 S50 For primary or For primary or
surfaces, anterior permanent teeth permanent teeth
D2332 Resin-based composite - three $80 $60 For primary or For primary or
surfaces, anterior permanent teeth permanent teeth
D2335 Resin-based composite - four or $105 $95 For primary or For primary or
more surfaces or involving incisal permanent teeth permanent teeth
angle (anterior)
D2390 Resin-based composite crown, $155 $155
anterior
D2391 Resin-based composite - one Not a S65
surface, posterior Benefit
D2392 Resin-based composite - two Not a $S80
surfaces, posterior Benefit
D2393 Resin-based composite - three Not a $S90
surfaces, posterior Benefit
D2394 Resin-based composite - four or Not a $115
more surfaces, posterior Benefit
D2510 Inlay - metallic - one surface $315 $315 Base metal is the Base metal is the

Benefit; 1 per 60
months

Benefit; 1 per 60
months
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D2520 Inlay - metallic - two surfaces $315 $315 Base metal is the Base metal is the
Benefit; 1 per 60 Benefit; 1 per 60
months months
D2530 Inlay - metallic - three or more $340 $340 Base metal is the Base metal is the
surfaces Benefit; 1 per 60 Benefit; 1 per 60
months months
D2542 Onlay - metallic - two surfaces $335 $335 Base metal is the Base metal is the
Benefit; 1 per 60 Benefit; 1 per 60
months months
D2543 Onlay - metallic - three surfaces $350 $350 Base metal is the Base metal is the
Benefit; 1 per 60 Benefit; 1 per 60
months months
D2544 Onlay - metallic - four or more $350 $350 Base metal is the Base metal is the
surfaces Benefit; 1 per 60 Benefit; 1 per 60
months months
D2610 Inlay - porcelain/ceramic - one Not a $310 1 per 60 months
surface Benefit
D2620 Inlay - porcelain/ceramic - two Not a $335 1 per 60 months
surfaces Benefit
D2630 Inlay - porcelain/ceramic - three Not a $360 1 per 60 months
or more surfaces Benefit
D2642 Onlay - porcelain/ceramic - two Not a $395 1 per 60 months
surfaces Benefit
D2643 Onlay - porcelain/ceramic - three Not a $425 1 per 60 months
surfaces Benefit
D2644 Onlay - porcelain/ceramic - four Not a $435 1 per 60 months
or more surfaces Benefit
D2650 Inlay - resin-based composite - Not a $185 1 per 60 months
one surface Benefit
D2651 Inlay - resin-based composite - Not a $210 1 per 60 months
two surfaces Benefit
D2652 Inlay - resin-based composite - Not a $245 1 per 60 months
three or more surfaces Benefit
D2662 Onlay - resin-based composite - Not a $225 1 per 60 months
two surfaces Benefit
D2663 Onlay - resin-based composite - Not a $245 1 per 60 months
three surfaces Benefit
D2664 Onlay - resin-based composite - Not a $270 1 per 60 months
four or more surfaces Benefit
D2710 Crown - resin-based composite Not a $145 1 per 60 months
(indirect) Benefit
D2712 Crown - 3/4 resin-based Not a $145 1 per 60 months
composite (indirect) Benefit
D2720 Crown - resin with high noble Not a $485 1 per 60 months
metal Benefit
D2721 Crown - resin with predominantly Not a $410 1 per 60 months
base metal Benefit
D2722 Crown - resin with noble metal Not a S465 1 per 60 months
Benefit
D2740 Crown - porcelain/ceramic $350 $350 1 per 60 months 1 per 60 months
D2750 Crown - porcelain fused to high $350 $350 1 per 60 months 1 per 60 months
noble metal
D2751 Crown - porcelain fused to $350 $350 1 per 60 months 1 per 60 months

predominantly base metal
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D2752 Crown - porcelain fused to noble $350 $350 1 per 60 months 1 per 60 months
metal
D2753 Crown - porcelain fused to $350 $350 1 per 60 months 1 per 60 months
titanium and titanium alloys
D2780 Crown - 3/4 cast high noble metal $350 $350 1 per 60 months 1 per 60 months
D2781 Crown - 3/4 cast predominantly $350 $350 1 per 60 months 1 per 60 months
base metal
D2782 Crown - 3/4 cast noble metal $350 $350 1 per 60 months 1 per 60 months
D2783 Crown - 3/4 porcelain/ceramic $350 $350 1 per 60 months 1 per 60 months
D2790 Crown - full cast high noble metal $350 $350 1 per 60 months 1 per 60 months
D2791 Crown - full cast predominantly $350 $350 1 per 60 months 1 per 60 months
base metal
D2792 Crown - full cast noble metal $350 $350 1 per 60 months 1 per 60 months
D2794 Crown - titanium and titanium $350 $350 1 per 60 months 1 per 60 months
alloys
D2910 Re-cement or re-bond inlay, S15 S15 1 per 6 months;
onlay, veneer or partial coverage included at no
restoration additional cost
within 12 months of
placement by the
same Dentist/office
D2915 Re-cement or re-bond indirectly Not a S15
fabricated or prefabricated post Benefit
and core
D2920 Re-cement or re-bond crown S15 S15 1 per 6 months;
included at no
additional cost
within 12 months of
placement by the
same Dentist/office
D2921 Reattachment of tooth fragment, Not a $95 Anterior tooth; 1 per
incisal edge or cusp Benefit 24 months
D2928 Prefabricated porcelain/ceramic $120 $120 1 per 60 months;
crown - permanent tooth through age 14
D2929 Prefabricated porcelain/ceramic $160 Not a Benefit | 1 per 60 months
crown — primary tooth
D2930 Prefabricated stainless steel $80 Not a Benefit | 1 per 60 months;
crown - primary tooth through age 14
D2931 Prefabricated stainless steel $120 $120 1 per 60 months;
crown - permanent tooth through age 14
D2940 Protective restoration $S30 S15
D2949 Restorative foundation for an Not a $S90
indirect restoration Benefit
D2950 Core buildup, including any pins $90 $90 1 per 60 months
when required
D2951 Pin retention - per tooth, in S25 S25
addition to restoration
D2952 Post and core in addition to Not a $115 Base metal post;
crown, indirectly fabricated Benefit includes canal
preparation
D2953 Each additional indirectly Not a $70 Includes canal
fabricated post - same tooth Benefit preparation
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D2954 Prefabricated post and core in $80 $80 Includes canal Includes canal
addition to crown preparation; 1 per 60 | preparation
months
D2955 Post removal Not a S35
Benefit
D2957 Each additional prefabricated Not a $S30 Includes canal
post - same tooth Benefit preparation
D2960 Labial veneer (resin laminate) - Not a $300 Limited to
direct Benefit replacement of
significant tooth
structure loss due to
caries or fracture
D2961 Labial veneer (resin laminate) - Not a $340 Limited to
indirect Benefit replacement of
significant tooth
structure loss due to
caries or fracture
D2962 Labial veneer (porcelain laminate) Not a $400 Limited to
- indirect Benefit replacement of
significant tooth
structure loss due to
caries or fracture
D2971 Additional procedures to Not a $100
construct new crown under Benefit
existing partial denture
framework
D2980 Crown repair necessitated by $110 $110
restorative material failure
D2981 Inlay repair necessitated by $110 $110
restorative material failure
D2982 Onlay repair necessitated by $110 $110
restorative material failure
D2983 Veneer repair necessitated by $110 $110
restorative material failure
D2990 Resin infiltration of incipient S5 Not a Benefit | 1 per 36 months
smooth surface lesions
D3000-D3999 IV. ENDODONTICS
D3110 Pulp cap - direct (excluding final Not a $20
restoration) Benefit
D3120 Pulp cap - indirect (excluding final Not a $20
restoration) Benefit
D3220 Therapeutic pulpotomy (excluding $40 Not a Benefit | If a root canal is
final restoration) - removal of within 45 days of the
pulp coronal to the pulpotomy, the
dentinocemental junction and pulpotomy is not a
application of medicament covered service since
it is considered a
part of the root canal
procedure
D3221 Pulpal debridement, primary and Not a $40
permanent teeth Benefit
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D3222 Partial pulpotomy for S50 Not a Benefit | Ifa root canal is
apexogenesis - permanent tooth within 45 days of the
with incomplete root pulpotomy, the
development pulpotomy is not a
covered service since
it is considered a
part of the root canal
procedure
D3230 Pulpal therapy (resorbable filling) S50 Not a Benefit | 1 per tooth per
- anterior, primary tooth lifetime; primary
(excluding final restoration) incisor up to age 6,
primary molars up to
age 11
D3240 Pulpal therapy (resorbable filling) S50 Not a Benefit | 1 per tooth per
- posterior, primary tooth lifetime; primary
(excluding final restoration) incisor up to age 6,
primary molars up to
age 11
D3310 Endodontic therapy, anterior $170 $170 Root canal Root canal
tooth (excluding final restoration)
D3320 Endodontic therapy, premolar $190 $190 Root canal Root canal
tooth (excluding final restoration)
D3330 Endodontic therapy, molar tooth $240 $240 Root canal Root canal
(excluding final restoration)
D3331 Treatment of root canal $170 $170
obstruction; non-surgical access
D3332 Incomplete endodontic therapy; $90 $90
inoperable, unrestorable or
fractured tooth
D3333 Internal root repair of perforation $140 $115
defects
D3346 Retreatment of previous root $350 $350
canal therapy - anterior
D3347 Retreatment of previous root $350 $350
canal therapy - premolar
D3348 Retreatment of previous root $350 $350
canal therapy - molar
D3351 Apexification/recalcification — $140 Not a Benefit
initial visit (apical closure/calcific
repair of perforations, root
resorption, etc.)
D3352 Apexification/recalcification - $140 Not a Benefit
interim medication replacement
D3353 Apexification/recalcification - final $290 Not a Benefit
visit (includes completed root
canal therapy - apical
closure/calcific repair of
perforations, root resorption,
etc.)
D3355 Pulpal regeneration - initial visit $115 Not a Benefit
D3356 Pulpal regeneration - interim $58 Not a Benefit
medication replacement
D3357 Pulpal regeneration - completion $58 Not a Benefit

of treatment
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D3410 Apicoectomy - anterior $170 $170
D3421 Apicoectomy - premolar (first $170 $170
root)
D3425 Apicoectomy - molar (first root) $250 $250
D3426 Apicoectomy (each additional $100 $100
root)
D3430 Retrograde filling - per root No cost $60
D3450 Root amputation - per root $120 $120
D3471 Surgical repair of root resorption - $170 $170
anterior
D3472 Surgical repair of root resorption - $170 $170
premolar
D3473 Surgical repair of root resorption - $170 $170
molar
D3501 Surgical exposure of root surface $170 $170
without apicoectomy or repair of
root resorption - anterior
D3502 Surgical exposure of root surface $170 $170
without apicoectomy or repair of
root resorption - premolar
D3503 Surgical exposure of root surface $170 $170
without apicoectomy or repair of
root resorption - molar
D3911 Intraorifice barrier No cost No cost Included in case by Included in case by
dentist/dental office | dentist/dental office
who performed Root | who performed Root
Canal; a separate Canal; a separate
charge applies for charge applies for
service provided by a | service provided by
dentist other than a dentist other than
the original treating the original treating
dentist/dental office | dentist/dental office
D3920 Hemisection (including any root $120 $120
removal), not including root canal
therapy
D3921 Decoronation or submergence of S18 S18
an erupted tooth
D4000-D4999 V. PERIODONTICS

— Includes pre-operative and post-operative evaluations and

treatment under

a local anesthetic.

D4210 Gingivectomy or gingivoplasty - $165 $165 1 per 36 months per
four or more contiguous teeth or quadrant
tooth bounded spaces per
guadrant

D4211 Gingivectomy or gingivoplasty - S50 S50 1 per 36 months per
one to three contiguous teeth or quadrant
tooth bounded spaces per
guadrant

D4212 Gingivectomy or gingivoplasty to S50 S50 1 per 36 months

allow access for restorative

procedure, per tooth
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D4240 Gingival flap procedure, including $185 $185 1 per 36 months per
root planing - four or more quadrant
contiguous teeth or tooth
bounded spaces per quadrant
D4241 Gingival flap procedure, including $110 $110 1 per 36 months per
root planing - one to three quadrant
contiguous teeth or tooth
bounded spaces per quadrant
D4245 Apically positioned flap Not a $135
Benefit
D4249 Clinical crown lengthening - hard $215 $215
tissue
D4260 Osseous surgery (including $350 $350 1 per 36 months per
elevation of a full thickness flap quadrant
and closure) — four or more
contiguous teeth or tooth
bounded spaces per quadrant
D4261 Osseous surgery (including $350 $350 1 per 36 months per
elevation of a full thickness flap quadrant
and closure) — one to three
contiguous teeth or tooth
bounded spaces per quadrant
D4263 Bone replacement graft - retained $225 $190 1 per 36 months
natural tooth - first site in
guadrant
D4264 Bone replacement graft - retained Not a $105
natural tooth - each additional Benefit
site in quadrant
D4266 Guided tissue regeneration - Not a $210
resorbable barrier, per site Benefit
D4267 Guided tissue regeneration - Not a $240
nonresorbable barrier, per site Benefit
(includes membrane removal)
D4268 Surgical revision procedure, per $250 Not a Benefit
tooth
D4270 Pedicle soft tissue graft procedure $250 $250
D4273 Autogenous connective tissue $350 $350
graft procedure (including donor
and recipient surgical sites) first
tooth, implant, or edentulous
tooth position in graft
D4274 Mesial/distal wedge procedure, Not a $105
single tooth (when not performed Benefit
in conjunction with surgical
procedures in the same
anatomical area)
D4275 Non-autogenous connective $350 $350 1 per 36 months
tissue graft (including recipient
site and donor material) first
tooth, implant, or edentulous
tooth position in graft
D4276 Combined connective tissue and $350 Not a Benefit | 1 per 36 months

pedicle graft, per tooth
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D4277 Free soft tissue graft procedure $245 $245
(including recipient and donor
surgical sites) first tooth, implant
or edentulous tooth position in
graft
D4278 Free soft tissue graft procedure $245 $245
(including recipient and donor
surgical sites) each additional
contiguous tooth, implant or
edentulous tooth position in same
graft site
D4283 Autogenous connective tissue $210 $210
graft procedure (including donor
and recipient surgical sites) — each
additional contiguous tooth,
implant or edentulous tooth
position in same graft site
D4285 Non-autogenous connective $210 $210 1 per 36 months
tissue graft procedure (including
recipient surgical site and donor
material) — each additional
contiguous tooth, implant or
edentulous tooth position in same
graft site
D4341 Periodontal scaling and root S50 S50 1 per quadrant per 1 per quadrant per
planing - four or more teeth per 24 months 24 months
guadrant
D4342 Periodontal scaling and root $40 $40 1 per quadrant per 1 per quadrant per
planing - one to three teeth per 24 months 24 months
guadrant
D4346 Scaling in presence of generalized S5 S5 Cleaning; 1 of Cleaning; 2 of
moderate or severe gingival (D1110, D1120, (D1110, D4346) per
inflammation - full mouth, after D4346) per 6 months | 12 months
oral evaluation
D4355 Full mouth debridement to S50 S50 1 per lifetime 1 treatment per 12
enable a comprehensive oral months
evaluation and diagnosis on a
subsequent visit
D4381 Localized delivery of antimicrobial Not a $60 For each of the first
agents via a controlled release Benefit two teeth treated
vehicle into diseased crevicular within a quadrant
tissue, per tooth following root
planing or
periodontal
maintenance
D4381 Localized delivery of antimicrobial Not a No cost For an additional
agents via a controlled release Benefit tooth treated in the

vehicle into diseased crevicular
tissue, per tooth

same quadrant
following root
planing or
periodontal
maintenance
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D4910 Periodontal maintenance S50 S50 4 per 12 months 2 per 12 months
combined with
prophylaxis (D1110,
D1120) after the
completion of active
periodontal therapy
D4910 Periodontal maintenance Not a $70 Up to 2 additional
Benefit periodontal
maintenances per
12 months
D4920 Unscheduled dressing change (by $20 $15 1 per Contract
someone other than treating Dentist
Dentist or their staff)
D4921 Gingival irrigation — per quadrant Not a No cost
Benefit

D5000-D5899 VI. PROSTHODONTICS (removable)

—  For all listed dentures and partial dentures, Copayment includes after delivery adjustments and tissue conditioning, if
needed, for the first six months after placement. For all listed immediate dentures and immediate removable partial
dentures, Copayment includes after delivery adjustments and tissue conditioning, if needed, for the first three months
after placement. The Enrollee must continue to be eligible, and the service must be provided at the Contract Dentist’s

facility where the denture was originally delivered.

—  Replacement of a denture or a partial denture requires the existing denture to be 60+ months old.

D5110 Complete denture - maxillary $350

$350

1 per 60 months

1 per 60 months

D5120 Complete denture - mandibular $350

$350

1 per 60 months

1 per 60 months

D5130 Immediate denture - maxillary $350

$350

1 per 60 months

1 per 60 months

D5140 Immediate denture - mandibular $350

$350

1 per 60 months

1 per 60 months

D5211 Maxillary partial denture - resin $350
base (including retentive/clasping

materials, rests, and teeth)

$350

1 per 60 months

1 per 60 months

D5212 Mandibular partial denture - resin $350
base (including retentive/clasping

materials, rests, and teeth)

$350

1 per 60 months

1 per 60 months

D5213 Maxillary partial denture - cast $350
metal framework with resin
denture bases (including
retentive/clasping materials,

rests, and teeth)

$350

1 per 60 months

1 per 60 months

D5214 Mandibular partial denture - cast $350
metal framework with resin
denture bases (including
retentive/clasping materials,

rests, and teeth)

$350

1 per 60 months

1 per 60 months

D5221 Immediate maxillary partial $350
denture — resin base (including
retentive/clasping materials,

rests, and teeth)

$350

1 per 60 months

1 per 60 months

D5222 Immediate mandibular partial $350
denture —resin base (including
retentive/clasping materials,

rests, and teeth)

$350

1 per 60 months

1 per 60 months
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Code

Description

Pediatric
Enrollee
Pays

Adult
Enrollee Pays

Clarification/
Limitations for
Pediatric Enrollees

Clarification/

Limitations for Adult

Enrollees

D5223

Immediate maxillary partial
denture — cast metal framework
with resin denture bases
(including retentive/clasping
materials, rests, and teeth)

$350

$350

1 per 60 months

1 per 60 months

D5224

Immediate mandibular partial
denture — cast metal framework
with resin denture bases
(including retentive/clasping
materials, rests, and teeth)

$350

$350

1 per 60 months

1 per 60 months

D5225

Maxillary partial denture - flexible
base (including retentive/clasping
materials, rests, and teeth)

Not a
Benefit

$350

1 per 60 months

D5226

Mandibular partial denture -
flexible base (including
retentive/clasping materials,
rests, and teeth)

Not a
Benefit

$350

1 per 60 months

D5227

Immediate maxillary partial
denture - flexible base (including
any clasps, rests and teeth)

Not a
Benefit

$350

1 per 60 months

D5228

Immediate mandibular partial
denture - flexible base (including
any clasps, rests and teeth)

Not a
Benefit

$350

1 per 60 months

D5282

Removable unilateral partial
denture - one piece cast metal
(including retentive/clasping
materials, rests, and teeth),
maxillary

$350

$350

1 per 60 months

1 per 60 months

D5283

Removable unilateral partial
denture - one piece cast metal
(including retentive/clasping
materials, rests, and teeth),
mandibular

$350

$350

1 per 60 months

1 per 60 months

D5284

Removable unilateral partial
denture - one piece flexible base
(including retentive/clasping
materials, rests, and teeth) - per
guadrant

$315

$315

1 per 60 months

1 per 60 months

D5286

Removable unilateral partial
denture - one piece resin
(including retentive/clasping
materials, rests, and teeth) - per
guadrant

$315

$315

1 per 60 months

1 per 60 months

D5410

Adjust complete denture -
maxillary

$15

$15

D5411

Adjust complete denture -
mandibular

$15

$15

D5421

Adjust partial denture - maxillary

$15

$15

D5422

Adjust partial denture -
mandibular

$15

$15

D5511

Repair broken complete denture
base, mandibular

$60

$60

D5512

Repair broken complete denture
base, maxillary

$60

$60
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D5520 Replace missing or broken teeth - S60 S60
complete denture (each tooth)
D5611 Repair resin partial denture base, S60 S60
mandibular
D5612 Repair resin partial denture base, S60 S60
maxillary
D5621 Repair cast partial framework, S60 S60
mandibular
D5622 Repair cast partial framework, S60 S60
maxillary
D5630 Repair or replace broken $70 $70
retentive clasping materials - per
tooth
D5640 Replace broken teeth - per tooth S60 S60
D5650 Add tooth to existing partial S60 S60
denture
D5660 Add clasp to existing partial $70 $70
denture - per tooth
D5670 Replace all teeth and acrylic on Not a $275
cast metal framework (maxillary) Benefit
D5671 Replace all teeth and acrylic on Not a $275
cast metal framework Benefit
(mandibular)
D5710 Rebase complete maxillary $180 $180 1 per 36 months (6 1 per 12 months
denture months after initial
placement)
D5711 Rebase complete mandibular Not a $180 1 per 12 months
denture Benefit
D5720 Rebase maxillary partial denture $180 $180 1 per 36 months (6 1 per 12 months
months after initial
placement)
D5721 Rebase mandibular partial $180 $180 1 per 36 months (6 1 per 12 months
denture months after initial
placement)
D5725 Rebase hybrid prosthesis $180 $180 1 per 36 months (6 1 per 12 months
months after initial
placement)
D5730 Reline complete maxillary $75 $75 1 per 36 months (6 1 per 12 months
denture (direct) months after initial
placement)
D5731 Reline complete mandibular $75 $75 1 per 36 months (6 1 per 12 months
denture (direct) months after initial
placement)
D5740 Reline maxillary partial denture $75 $75 1 per 36 months (6 1 per 12 months
(direct) months after initial
placement)
D5741 Reline mandibular partial denture $75 $75 1 per 36 months (6 1 per 12 months
(direct) months after initial
placement)
D5750 Reline complete maxillary $150 $150 1 per 36 months (6 1 per 12 months
denture (indirect) months after initial
placement)
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D5751 Reline complete mandibular $150 $150 1 per 36 months (6 1 per 12 months
denture (indirect) months after initial
placement)
D5760 Reline maxillary partial denture $150 $150 1 per 36 months (6 1 per 12 months
(indirect) months after initial
placement)
D5761 Reline mandibular partial denture $150 $150 1 per 36 months (6 1 per 12 months
(indirect) months after initial
placement)
D5765 Soft liner for complete or partial $150 $150 1 per 36 months (6 1 per 12 months
removable denture — indirect months after initial
placement)
D5820 Interim partial denture (including Not a $265 1 per 12 months
retentive/clasping materials, Benefit
rests, and teeth), maxillary
D5821 Interim partial denture (including Not a $265 1 per 12 months
retentive/clasping materials, Benefit
rests, and teeth), mandibular
D5850 Tissue conditioning, maxillary S40 S40 1 per 12 months
D5851 Tissue conditioning, mandibular S40 S40 1 per 12 months

D5900-D5999 VII. MAXILLOFACIAL PROSTHETICS - Not Covered

D6000-D6199 VIII. IMPLANT SERVICES

— Includes adjustments, if needed, for the first six months after placement, if the Enrollee continues to be eligible and the

service is provided at the Contract Dentist’s facility where the implant was originally delivered.

— Replacement of a retainer, pontic, or stress breaker requires the existing bridge to be 60+ months old.

— FPD, as referenced below, stands for fixed partial denture.

D6010

Surgical placement of implant
body: endosteal implant

$350

Not a Benefit

1 per 60 months

D6012

Surgical placement of interim
implant body for transitional
prosthesis: endosteal implant

$350

Not a Benefit

1 per 60 months

D6040

Surgical placement: eposteal
implant

$350

Not a Benefit

1 per 60 months

D6050

Surgical placement: transosteal
implant

$350

Not a Benefit

1 per 60 months

D6055

Connecting bar —implant
supported or abutment
supported

$350

Not a Benefit

1 per 60 months

D6056

Prefabricated abutment —
includes modification and
placement

$350

Not a Benefit

1 per 60 months

D6057

Custom fabricated abutment —
includes placement

$350

Not a Benefit

1 per 60 months

D6058

Abutment supported
porcelain/ceramic crown

$350

Not a Benefit

1 per 60 months

D6059

Abutment supported porcelain
fused to metal crown (high noble
metal)

$350

Not a Benefit

1 per 60 months

D6060

Abutment supported porcelain
fused to metal crown
(predominantly base metal)

$350

Not a Benefit

1 per 60 months
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees

D6061 Abutment supported porcelain $350 Not a Benefit | 1 per 60 months
fused to metal crown (noble
metal)

D6062 Abutment supported cast metal $350 Not a Benefit | 1 per 60 months
crown (high noble metal)

D6063 Abutment supported cast metal $350 Not a Benefit | 1 per 60 months
crown (predominantly base
metal)

D6064 Abutment supported cast metal $350 Not a Benefit | 1 per 60 months
crown (noble metal)

D6065 Implant supported $350 Not a Benefit | 1 per 60 months
porcelain/ceramic crown

D6066 Implant supported crown - $350 Not a Benefit | 1 per 60 months
porcelain fused to high noble
alloys

D6067 Implant supported crown - high $350 Not a Benefit | 1 per 60 months
noble alloys

D6068 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
porcelain/ceramic FPD

D6069 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
porcelain fused to metal FPD
(high noble metal)

D6070 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
porcelain fused to metal FPD
(predominantly base metal)

D6071 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
porcelain fused to metal FPD
(noble metal)

D6072 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
cast metal FPD (high noble metal)

D6073 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
cast metal FPD (predominantly
base metal)

D6074 Abutment supported retainer for $350 Not a Benefit | 1 per 60 months
cast metal FPD (noble metal)

D6075 Implant supported retainer for $350 Not a Benefit | 1 per 60 months
ceramic FPD

D6076 Implant supported retainer for $350 Not a Benefit | 1 per 60 months
FPD - porcelain fused to high
noble alloys

D6077 Implant supported retainer for $350 Not a Benefit | 1 per 60 months
metal FPD - high noble alloys

D6080 Implant maintenance procedures $80 Not a Benefit | 1 per 60 months
when prostheses are removed
and reinserted, including
cleansing of prostheses and
abutments

D6081 Scaling and debridement in the $110 Not a Benefit | 1 per 60 months

presence of inflammation or
mucositis of a single implant,
including cleaning of the implant
surfaces, without flap entry and
closure
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Code

Description

Pediatric
Enrollee
Pays

Adult
Enrollee Pays

Clarification/
Limitations for

Pediatric Enrollees

Clarification/

Limitations for Adult

Enrollees

D6082

Implant supported crown -
porcelain fused to predominantly
base alloys

$350

Not a Benefit

1 per 60 months

D6083

Implant supported crown -
porcelain fused to noble alloys

$350

Not a Benefit

1 per 60 months

D6084

Implant supported crown -
porcelain fused to titanium and
titanium alloys

$350

Not a Benefit

1 per 60 months

D6085

Interim implant crown

No cost

Not a Benefit

1 per 60 months

D6086

Implant supported crown -
predominantly base alloys

$350

Not a Benefit

1 per 60 months

D6087

Implant supported crown - noble
alloys

$350

Not a Benefit

1 per 60 months

D6088

Implant supported crown -
titanium and titanium alloys

$350

Not a Benefit

1 per 60 months

D6090

Repair implant supported
prosthesis, by report

$350

Not a Benefit

1 per 60 months

D6091

Replacement of replaceable part
of semi-precision or precision
attachment of implant/abutment
supported prosthesis, per
attachment

$60

Not a Benefit

1 per 60 months

D6095

Repair implant abutment, by
report

$350

Not a Benefit

1 per 60 months

D6096

Remove broken implant retaining
screw

$170

Not a Benefit

1 per 60 months

D6097

Abutment supported crown -
porcelain fused to titanium and
titanium alloys

$350

Not a Benefit

1 per 60 months

D6098

Implant supported retainer -
porcelain fused to predominantly
base alloys

$350

Not a Benefit

1 per 60 months

D6099

Implant supported retainer for
FPD - porcelain fused to noble
alloys

$350

Not a Benefit

1 per 60 months

D6100

Surgical removal of implant body

$250

Not a Benefit

1 per 60 months

D6101

Debridement of a peri-implant
defect or defects surrounding a
single implant, and surface
cleaning of the exposed implant
surfaces, including flap entry and
closure

$110

Not a Benefit

1 per 60 months

D6102

Debridement and osseous
contouring of a peri-implant
defect or defects surrounding a
single implant and includes
surface cleaning of the exposed
implant surfaces, including flap
entry and closure

$350

Not a Benefit

1 per 60 months

D6103

Bone graft for repair of peri-
implant defect — does not include
flap entry and closure

$225

Not a Benefit

D6104

Bone graft at time of implant
placement

$225

Not a Benefit
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Code

Description

Pediatric
Enrollee
Pays

Adult
Enrollee Pays

Clarification/
Limitations for
Pediatric Enrollees

Clarification/

Limitations for Adult

Enrollees

D6110

Implant/abutment supported
removable denture for
edentulous arch — maxillary

$350

Not a Benefit

1 per 60 months

D6111

Implant/abutment supported
removable denture for
edentulous arch — mandibular

$350

Not a Benefit

1 per 60 months

D6112

Implant/abutment supported
removable denture for partially
edentulous arch — maxillary

$350

Not a Benefit

1 per 60 months

D6113

Implant/abutment supported
removable denture for partially
edentulous arch — mandibular

$350

Not a Benefit

1 per 60 months

D6114

Implant/abutment supported
fixed denture for edentulous arch
— maxillary

$350

Not a Benefit

1 per 60 months

D6115

Implant/abutment supported
fixed denture for edentulous arch
— mandibular

$350

Not a Benefit

1 per 60 months

D6116

Implant/abutment supported
fixed denture for partially
edentulous arch — maxillary

$350

Not a Benefit

1 per 60 months

D6117

Implant/abutment supported
fixed denture for partially
edentulous arch — mandibular

$350

Not a Benefit

1 per 60 months

D6120

Implant supported retainer -
porcelain fused to titanium and
titanium alloys

$350

Not a Benefit

1 per 60 months

D6121

Implant supported retainer for
metal FPD - predominantly base
alloys

$350

Not a Benefit

1 per 60 months

D6122

Implant supported retainer for
metal FPD - noble alloys

$350

Not a Benefit

1 per 60 months

D6123

Implant supported retainer for
metal FPD - titanium and titanium
alloys

$350

Not a Benefit

1 per 60 months

D6190

Radiographic/surgical implant
index, by report

$155

Not a Benefit

1 per 60 months

D6195

Abutment supported retainer -
porcelain fused to titanium and
titanium alloys

$350

Not a Benefit

1 per 60 months

D6200-D6999 IX. PROSTHODONTICS, fixed

—  Each retainer and each pontic constitutes a unit in a fixed partial denture (bridge).

— Replacement of a crown, pontic, inlay, onlay or stress breaker requires the existing bridge to be 60+ months old.

D6205 Pontic - indirect resin based Not a $245 1 per 60 months
composite Benefit

D6210 Pontic - cast high noble metal $350 $350 1 per 60 months 1 per 60 months

D6211 Pontic - cast predominantly base $350 $350 1 per 60 months 1 per 60 months
metal

D6212 Pontic - cast noble metal $350 $350 1 per 60 months 1 per 60 months

D6214 Pontic - titanium and titanium $350 $350 1 per 60 months 1 per 60 months

alloys
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees

D6240 Pontic - porcelain fused to high $350 $350 1 per 60 months 1 per 60 months
noble metal

D6241 Pontic - porcelain fused to $350 $350 1 per 60 months 1 per 60 months
predominantly base metal

D6242 Pontic - porcelain fused to noble $350 $350 1 per 60 months 1 per 60 months
metal

D6243 Pontic - porcelain fused to $350 $350 1 per 60 months 1 per 60 months
titanium and titanium alloys

D6245 Pontic - porcelain/ceramic $350 $350 1 per 60 months 1 per 60 months

D6250 Pontic - resin with high noble Not a $350 1 per 60 months
metal Benefit

D6251 Pontic - resin with predominantly Not a $350 1 per 60 months
base metal Benefit

D6252 Pontic - resin with noble metal Not a $350 1 per 60 months

Benefit

D6545 Retainer - cast metal for resin $250 Not a Benefit | 1 per 60 months
bonded fixed prosthesis

D6548 Retainer - porcelain/ceramic for $350 Not a Benefit | 1 per 60 months
resin bonded fixed prosthesis

D6600 Retainer inlay - $350 $350 1 per 60 months 1 per 60 months
porcelain/ceramic, two surfaces

D6601 Retainer inlay - $350 $350 1 per 60 months 1 per 60 months
porcelain/ceramic, three or more
surfaces

D6602 Retainer inlay - cast high noble $350 $370 1 per 60 months 1 per 60 months
metal, two surfaces

D6603 Retainer inlay - cast high noble $350 $380 1 per 60 months 1 per 60 months
metal, three or more surfaces

D6604 Retainer inlay - cast $350 $350 1 per 60 months 1 per 60 months
predominantly base metal, two
surfaces

D6605 Retainer inlay - cast $350 $350 1 per 60 months 1 per 60 months
predominantly base metal, three
or more surfaces

D6606 Retainer inlay - cast noble metal, $350 $370 1 per 60 months 1 per 60 months
two surfaces

D6607 Retainer inlay - cast noble metal, $350 $380 1 per 60 months 1 per 60 months
three or more surfaces

D6608 Retainer onlay - $350 $395 1 per 60 months 1 per 60 months
porcelain/ceramic, two surfaces

D6609 Retainer onlay - $350 $415 1 per 60 months 1 per 60 months
porcelain/ceramic, three or more
surfaces

D6610 Retainer onlay - cast high noble $350 $370 1 per 60 months 1 per 60 months
metal, two surfaces

D6611 Retainer onlay - cast high noble $350 $390 1 per 60 months 1 per 60 months
metal, three or more surfaces

D6612 Retainer onlay - cast $350 $350 1 per 60 months 1 per 60 months
predominantly base metal, two
surfaces

D6613 Retainer onlay - cast $350 $350 1 per 60 months 1 per 60 months

predominantly base metal, three
or more surfaces
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees

D6614 Retainer onlay - cast noble metal, $350 $370 1 per 60 months 1 per 60 months
two surfaces

D6615 Retainer onlay - cast noble metal, $350 $360 1 per 60 months 1 per 60 months
three or more surfaces

D6710 Retainer crown - indirect resin Not a $245 1 per 60 months
based composite Benefit

D6720 Retainer crown - resin with high Not a $350 1 per 60 months
noble metal Benefit

D6721 Retainer crown - resin with Not a $350 1 per 60 months
predominantly base metal Benefit

D6722 Retainer crown - resin with noble Not a $350 1 per 60 months
metal Benefit

D6740 Retainer crown - $350 $350 1 per 60 months 1 per 60 months
porcelain/ceramic

D6750 Retainer crown - porcelain fused $350 $350 1 per 60 months 1 per 60 months
to high noble metal

D6751 Retainer crown - porcelain fused $350 $350 1 per 60 months 1 per 60 months
to predominantly base metal

D6752 Retainer crown - porcelain fused $350 $350 1 per 60 months 1 per 60 months
to noble metal

D6753 Retainer crown - porcelain fused $350 $350 1 per 60 months 1 per 60 months
to titanium and titanium alloys

D6780 Retainer crown - 3/4 cast high $350 $350 1 per 60 months 1 per 60 months
noble metal

D6781 Retainer crown - 3/4 cast $350 $350 1 per 60 months 1 per 60 months
predominantly base metal

D6782 Retainer crown - 3/4 cast noble $350 $350 1 per 60 months 1 per 60 months
metal

D6783 Retainer crown - 3/4 $350 $350 1 per 60 months 1 per 60 months
porcelain/ceramic

D6784 Retainer crown - 3/4 titanium and $350 $350 1 per 60 months 1 per 60 months
titanium alloys

D6790 Retainer crown - full cast high $350 $350 1 per 60 months 1 per 60 months
noble metal

D6791 Retainer crown - full cast $350 $350 1 per 60 months 1 per 60 months
predominantly base metal

D6792 Retainer crown - full cast noble $350 $350 1 per 60 months 1 per 60 months
metal

D6794 Retainer crown — titanium and Not a $350 1 per 60 months
titanium alloys Benefit

D6930 Re-cement or re-bond fixed S40 S40
partial denture

D6940 Stress breaker Not a $100

Benefit

D6980 Fixed partial denture repair $140 $140
necessitated by restorative
material failure

D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY

— Includes pre-operative and post-operative evaluations and

treatment under

a local anesthetic.

D7140

Extraction, erupted tooth or
exposed root (elevation and/or
forceps removal)

$18

$18
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees

D7210 Extraction, erupted tooth S40 $30
requiring removal of bone and/or
sectioning of tooth, and including
elevation of mucoperiosteal flap if
indicated

D7220 Removal of impacted tooth - soft S65 S50
tissue

D7230 Removal of impacted tooth - $85 S65
partially bony

D7240 Removal of impacted tooth - $120 $80
completely bony

D7241 Removal of impacted tooth - $150 $150
completely bony, with unusual
surgical complications

D7250 Removal of residual tooth roots $135 $135
(cutting procedure)

D7251 Coronectomy — intentional partial $150 $135
tooth removal

D7270 Tooth reimplantation and/or S70 $70
stabilization of accidentally
evulsed or displaced tooth

D7280 Exposure of an unerupted tooth $115 $115

D7282 Mobilization of erupted or Not a $110
malpositioned tooth to aid Benefit
eruption

D7283 Placement of device to facilitate Not a $110
eruption of impacted tooth Benefit

D7286 Incisional biopsy of oral tissue - Not a $100
soft Benefit

D7310 Alveoloplasty in conjunction with $40 $40
extractions - four or more teeth
or tooth spaces, per quadrant

D7311 Alveoloplasty in conjunction with $40 $40
extractions - one to three teeth or
tooth spaces, per quadrant

D7320 Alveoloplasty not in conjunction $60 $60
with extractions - four or more
teeth or tooth spaces, per
guadrant

D7321 Alveoloplasty not in conjunction S60 S60
with extractions - one to three
teeth or tooth spaces, per
guadrant

D7450 Removal of benign odontogenic Not a $60
cyst or tumor - lesion diameter up Benefit
to1.25cm

D7451 Removal of benign odontogenic Not a $90
cyst or tumor - lesion diameter Benefit
greater than 1.25 cm

D7471 Removal of lateral exostosis S65 S65
(maxilla or mandible)

D7472 Removal of torus palatinus Not a S65

Benefit
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D7473 Removal of torus mandibularis Not a S65
Benefit
D7510 Incision and drainage of abscess - S60 S60
intraoral soft tissue
D7511 Incision and drainage of abscess - $85 $85
intraoral soft tissue - complicated
(includes drainage of multiple
fascial spaces)
D7910 Suture of recent small wounds up S40 Not a Benefit
to5cm
D7921 Collection and application of $100 Not a Benefit | 1 per 36 months
autologous blood concentrate
product
D7922 Placement of intra-socket No cost No cost
biological dressing to aid in
hemostasis or clot stabilization,
per site
D7953 Bone replacement graft for ridge $200 Not a Benefit
preservation - per site
D7961 Buccal/labial frenectomy Not a $160
(frenulectomy) Benefit
D7962 Lingual frenectomy Not a $160
(frenulectomy) Benefit
D7970 Excision of hyperplastic tissue - Not a $115
per arch Benefit
D7971 Excision of pericoronal gingiva $90 $90

D8000-D8999 XI. ORTHODONTICS - Medically Necessary for Pediatric Enrollees ONLY

—  Orthodontic Services must meet medical necessity as determined by a Contract Dentist. Orthodontic treatment is a

Benefit only when medically necessary as evidenced by a severe handicapping malocclusion and when prior Authorization
is obtained. The prior Authorization determination will be provided to the Dentist within three (3) calendar days of Our
receipt of the request. Severe handicapping malocclusion is not a cosmetic condition. Teeth must be severely misaligned
causing functional problems that compromise oral and/or general health.

Pediatric Enrollee must continue to be eligible, Benefits for medically necessary orthodontics will be provided in periodic
payments to the Contract Dentist.

Comprehensive orthodontic treatment procedures (D8080, D8090) include all appliances, adjustments, insertion, removal
and post treatment stabilization (retention). No additional charge to the Enrollee is permitted except for services provided
by an orthodontist other than the original treating Contract Dentist or dental office.

Refer to Schedule B for Limitations and Exclusions for medically necessary orthodontics for additional information.

D8080 Comprehensive orthodontic $350 N/A
treatment of the adolescent
dentition
D8090 Comprehensive orthodontic $350 N/A
treatment of the adult dentition
D8660 Pre-orthodontic treatment S51 N/A 1 per 6 months when

performed by the
same Contract
Dentist or dental

office

examination to monitor growth
and development
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Code

Description

Pediatric
Enrollee
Pays

Adult
Enrollee Pays

Clarification/
Limitations for
Pediatric Enrollees

Clarification/
Limitations for Adult
Enrollees

D8670

Periodic orthodontic treatment
visit

No cost

N/A

Included in
comprehensive case
fee; a separate fee
applies for services
provided by an
orthodontist other
than the original
treating orthodontist
or dental office

D8680

Orthodontic retention (removal of

appliances, construction and
placement of retainer(s))

No cost

N/A

Included in
comprehensive case
fee; a separate fee
applies for services
provided by an
orthodontist other
than the original
treating orthodontist
or dental office who
was paid for banding

D8681

Removable orthodontic retainer
adjustment

No cost

N/A

D8698

Re-cement or re-bond fixed
retainer — maxillary

No cost

N/A

Included in
comprehensive case
fee; a separate fee
applies for services
provided by an
orthodontist other
than the original
treating orthodontist
or dental office

D8699

Re-cement or re-bond fixed
retainer - mandibular

No cost

N/A

Included in
comprehensive case
fee; a separate fee
applies for services
provided by an
orthodontist other
than the original
treating orthodontist
or dental office

D8701

Repair of fixed retainer, includes
reattachment — maxillary

No cost

N/A

Included in
comprehensive case
fee; a separate fee
applies for services
provided by an
orthodontist other
than the original
treating orthodontist
or dental office

D8702

Repair of fixed retainer, includes
reattachment - mandibular

No cost

N/A

Included in
comprehensive case
fee; a separate fee
applies for services
provided by an
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Code

Description

Pediatric
Enrollee
Pays

Adult
Enrollee Pays

Clarification/
Limitations for
Pediatric Enrollees

Clarification/

Limitations for Adult

Enrollees

orthodontist other
than the original
treating orthodontist
or dental office

D8000-D8999 XI. ORTHODONTICS — for Adult Enrollees (age 19 and up)

— Including covered dependent adult children. The Enrollee must continue to be eligible during active treatment.

— The listed Copayment for each phase of orthodontic treatment (limited or comprehensive) covers up to 24 months of
active treatment. Beyond 24 months, an additional monthly fee, not to exceed 5125.00, may apply.

Pre and post orthodontic records include:

The Benefit for pre-treatment records and N/A $250

diagnostic services includes:

D0210 Intraoral - complete series of N/A Included
radiographic images

D0322 Tomographic survey N/A Included

D0330 Panoramic radiographic image N/A Included

D0340 2D Cephalometric radiographic N/A Included
image — acquisition,
measurement and analysis

D0350 2D oral/facial photographic image N/A Included
obtained intra-orally or extra-
orally

D0351 3D photographic image N/A Included

D0470 Diagnostic casts N/A Included

D0701 Panoramic radiographic image - N/A Included
image capture only

D0702 2D cephalometric radiographic N/A Included
image - image capture only

D0703 2D oral/facial photographic image N/A Included
obtained intra-orally or extra-
orally - image capture only

D0704 3D photographic image - image N/A Included
capture only

D0709 Intraoral - complete series of N/A Included
radiographic images - image
capture only

The Benefit for post-treatment records N/A $70

includes:

D0210 Intraoral - complete series of N/A Included
radiographic images

D0470 Diagnostic casts N/A Included

D0709 Intraoral - complete series of Not a Included
radiographic images - image Benefit
capture only

D8040 Limited orthodontic treatment of N/A $1,950
the adult dentition

D8080 Comprehensive orthodontic N/A $3,250
treatment of the adolescent
dentition

D8090 Comprehensive orthodontic N/A $3,250

treatment of the adult dentition
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D8660 Pre-orthodontic treatment N/A S51 1 per 6 months
examination to monitor growth when performed by
and development the same Contract
Dentist or dental
office
D8670 Periodic orthodontic treatment N/A No cost Included in
visit comprehensive case
fee
D8680 Orthodontic retention (removal of N/A $450 Placement of
appliances, construction and removable retainers
placement of retainer(s))
D8681 Removable orthodontic retainer N/A No cost
adjustment
D8698 Re-cement or re-bond fixed N/A No cost 2 per 6 months
retainer — maxillary
D8699 Re-cement or re-bond fixed N/A No cost 2 per 6 months
retainer - mandibular
D8701 Repair of fixed retainer, includes N/A No cost 2 per 6 months
reattachment — maxillary
D8702 Repair of fixed retainer, includes N/A No cost 2 per 6 months
reattachment - mandibular
D8999 Unspecified orthodontic N/A $250 Includes treatment
procedure, by report planning session
D9000-D9999 XIl. ADJUNCTIVE GENERAL SERVICES
D9110 Palliative (emergency) treatment $30 $35
of dental pain - minor procedure
D9211 Regional block anesthesia Not a No cost
Benefit
D9212 Trigeminal division block Not a No cost
anesthesia Benefit
D9215 Local anesthesia in conjunction Not a No cost
with operative or surgical Benefit
procedures
D9219 Evaluation for moderate sedation, Not a No cost
deep sedation or general Benefit
anesthesia
D9222 Deep sedation/general anesthesia $100 $100 Covered only when Covered only when
- first 15 minutes given by a Contract given by a Contract
Dentist for covered Dentist for covered
oral surgery; 4 of oral surgery; 4 of
(D9222, D9223) per (D9222, D9223) per
date of service date of service
D9223 Deep sedation/general anesthesia $100 $100 Covered only when Covered only when
— each subsequent 15 minute given by a Contract given by a Contract
increment Dentist for covered Dentist for covered
oral surgery; 4 of oral surgery; 4 of
(D9222, D9223) per (D9222, D9223) per
date of service date of service
D9239 Intravenous moderate (conscious) $100 $100 Covered only when Covered only when

sedation/analgesia - first 15
minutes

given by a Contract
Dentist for covered
oral surgery; 4 of
(D9239, D9243) per
date of service

given by a Contract
Dentist for covered
oral surgery; 4 of
(D9239, D9243) per
date of service
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D9243 Intravenous moderate (conscious) $100 $100 Covered only when Covered only when
sedation/analgesia — each given by a Contract given by a Contract
subsequent 15 minute increment Dentist for covered Dentist for covered
oral surgery; 4 of oral surgery; 4 of
(D9239, D9243) per (D9239, D9243) per
date of service date of service
D9310 Consultation - diagnostic service S35 S35
provided by Dentist or physician
other than requesting Dentist or
physician
D9311 Consultation with a medical No cost No cost
health care professional
D9430 Office visit for observation (during S10 S10
regularly scheduled hours) - no
other services performed
D9440 Office visit - after regularly S35 S35
scheduled hours
D9450 Case presentation, detailed and Not a S10
extensive treatment planning Benefit
D9610 Therapeutic parenteral drug, $40 Not a Benefit
single administration
D9912 Pre-visit patient screening No cost No cost
D9930 Treatment of complications (post- $45 Not a Benefit
surgical) - unusual circumstances,
by report
D9932 Cleaning and inspection of No cost No cost
removable complete denture,
maxillary
D9933 Cleaning and inspection of No cost No cost
removable complete denture,
mandibular
D9934 Cleaning and inspection of No cost No cost
removable partial denture,
maxillary
D9935 Cleaning and inspection of No cost No cost
removable partial denture,
mandibular
D9943 Occlusal guard adjustment $10 $15 1 per 12 months (6 1 per 12 months (6
months after initial months after initial
placement) placement)
D9944 Occlusal guard — hard appliance, $270 $270 1 of (D9944, D9945, 1 of (D9944, D9945,
full arch D9946) per 12 D9946) per 36
months; age 13 and months
up
D9945 Occlusal guard — soft appliance, $70 $70 1 0f (D9944, D9945, | 1 of (D9944, D9945,
full arch D9946) per 12 D9946) per 36
months; age 13 and months
up
D9946 Occlusal guard — hard appliance, $135 $135 1 of (D9944, D9945, 1 of (D9944, D9945,
partial arch D9946) per 12 D9946) per 36
months; age 13 and months
up
D9951 Occlusal adjustment - limited Not a S65
Benefit
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Code Description Pediatric Adult Clarification/ Clarification/
Enrollee Enrollee Pays | Limitations for Limitations for Adult
Pays Pediatric Enrollees Enrollees
D9952 Occlusal adjustment - complete Not a $265 1 per 36 months
Benefit
D9975 External bleaching for home Not a $125 Limited to one
application, per arch; includes Benefit bleaching tray and
materials and fabrication of gel for two weeks of
custom trays self-treatment
D9986 Missed appointment S50 S50 Without 24 hour Without 24 hour
notice notice
D9987 Cancelled appointment S50 S50 Without 24 hour Without 24 hour
notice notice
D9995 Teledentistry - synchronous; real- No cost No cost
time encounter
D9996 Teledentistry - asynchronous; No cost No cost
information stored and forwarded
to dentist for subsequent review
D9997 Dental case management - No cost No cost
patients with special health care
needs

Endnotes:

Unless clarified elsewhere in the Schedule A, base metal is the Benefit. If noble or high noble metal (precious) is used for an
implant/abutment supported crown or fixed bridge retainer, the Enrollee will be charged the additional laboratory cost of the
noble or high noble metal. If covered, an additional laboratory charge also applies to a titanium crown.

Porcelain/ceramic crown, pontic and fixed bridge retainer on molars is considered a material upgrade with a maximum additional
charge to the Enrollee of $150 per unit.

When there are more than six crowns, retainers and/or pontics in the same treatment plan, an Enrollee may be charged an
additional $125 per unit, beyond the 6th unit.

Name brand, laboratory processed or in-office processed crowns/pontics produced through specialized technique or materials
are material upgrades. The Contract Dentist may charge an additional fee not to exceed $325 in addition to the listed Copayment.
Refer to Schedule B for Limitations and Exclusions for additional information.

If services for a listed procedure are performed by the Contract Dentist, the Enrollee pays the specified Copayment(s). Listed
procedures which require a Dentist to provide Specialized Services, and are referred by the Contract Dentist, must be authorized
by Us. The Enrollee pays the Copayment(s) specified for such services.

Optional or upgraded procedure(s) are defined as any alternative procedure(s) presented by the Contract Dentist and formally
agreed upon by financial consent that satisfies the same dental need as a covered procedure. Enrollee may elect an Optional or
upgraded procedure, subject to the limitations and exclusions of this Plan. The applicable charge to the Enrollee is the difference
between the Contract Dentist's regularly charged fee (or contracted fee, when applicable) for the Optional or upgraded
procedure and the covered procedure, plus any applicable Copayment for the covered procedure.
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SCHEDULE B
Limitations and Exclusions of Benefits
Alpha Dental Programs, Inc. Individual & Family
DeltaCare® USA
Preferred Plan for Families / Basic Plan for Families

Limitations and Exclusions of Benefits for Adult Enrollees (Age 19 and Older)

Limitations of Benefits for Adult Enrollees:

1. The frequency of certain Benefits is limited. Frequency limitations are listed in Schedule A, Description of Benefits
and Copayments.

2. If the Enrollee accepts a treatment plan from the Contract Dentist that includes any combination of more than six
crowns, bridge pontics and/or bridge retainers, the Enrollee may be charged an additional $125.00 above the listed
Copayment for each of these services after the sixth unit has been provided.

3. General anesthesia and/or intravenous sedation/analgesia is limited to treatment by a contracted oral surgeon and
in conjunction with an approved referral for the removal of one or more partial or full bony impactions (Procedures
D7230, D7240, and D7241).

4, Name brand, laboratory processed or in-office processed crowns/pontics produced through specialized technique or
materials are material upgrades. Contract Dentists may offer services that utilize brand or trade names at an
additional fee. The Enrollee must be offered the plan Benefits of a high quality laboratory processed crown/pontic
that may include: porcelain/ceramic; porcelain with base, noble or high-noble metal. If the Enrollee chooses the
alternative of a material upgrade (name brand laboratory processed or in-office processed crowns/pontics produced
through specialized technique or materials, including but not limited to: Captek, Procera, Lava, Empress and Cerec)
the Contract Dentist may charge an additional fee not to exceed $325.00 in addition to the listed Copayment.
Contact the Customer Service Center at 888-857-0337 if You have questions regarding the additional fee or name
brand services.

5. Benefits for a soft tissue management program are limited to those parts which are listed covered services listed on
Schedule A, Description of Benefits and Copayments. If an Enrollee declines non-covered services within a soft tissue
management program, it does not eliminate or alter other covered Benefits.

6. The cost to an Enrollee receiving orthodontic treatment whose coverage is cancelled or terminated for any reason
will be based on the Contract Orthodontist’s submitted fee for the treatment plan. The Contract Orthodontist will
prorate the amount for the number of months remaining to complete treatment. The Enrollee makes payment
directly to the Contract Orthodontist as arranged.

a. Exception to extend covered orthodontics Benefits to a cancelled or terminated Contract is as follows:

b. For 60 days after the date coverage terminates if the Contract Orthodontist has agreed to or is receiving
monthly payments; or

c. Until the later of 60 days after the date coverage terminates or the end of the quarter in progress, if the
Contract Orthodontist has agreed to accept or is receiving payments on a quarterly basis.

7. Benefits for dental expenses incurred in connection with any dental or orthodontic procedure started before the
Enrollee’s eligibility with this plan are limited as follows:

a. Upon request of a newly covered Enrollee, We will provide Benefits for the completion of covered services
begun prior to the time the Enrollee’s coverage became effective. We will not provide coverage for incomplete
services that are not otherwise Benefits under the terms and conditions of the Contract. Enrollees may request
completion of treatment in progress by calling the Customer Service Center at 888-857-0337 during normal
business hours, or by sending a written request to Us.
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b. Whenever possible, an Enrollee should complete treatment in progress with the Dentist who initiated the
service. If such Dentist is an Out-of-Network Dentist, that Dentist must agree to the same terms and conditions
that apply to an in-network Dentist in order for Us to provide Benefits. Copayments and other cost sharing
components will apply. Benefits may be adjusted so that the total paid by the Enrollee and/or coverage
provided by all plans is not more that 100% of total Allowable Expenses. Allowable expense is the necessary,
reasonable, and customary item of expense, including coinsurance or Copayments and without reduction for
any applicable deductible, for dental care when the item of expense is covered.

c. Should the Enrollee be unable to complete treatment with the Dentist who initiated the service, We will make
reasonable and appropriate arrangements for completion of such treatment by a Contract Dentist.

Exclusions of Benefits for Adult Enrollees:

10.

11.

12.

13.

14.

15.

Any procedure that is not specifically listed as a covered Benefit under Schedule A, Description of Benefits and
Copayments.

Any procedure that has poor prognosis for a successful result and reasonable longevity based on the condition of the
tooth or teeth and/or surrounding structures, or is inconsistent with generally accepted standards for dentistry.

Services solely for cosmetic purposes, with the exception of procedure D9975 (external bleaching for home
application, per arch), or for conditions that are a result of hereditary or developmental defects, such as cleft palate,

upper and lower jaw malformations, congenitally missing teeth and teeth that are discolored or lacking enamel.

Lost, stolen or broken appliances including, but not limited to, full or partial dentures, crowns, fixed partial dentures
(bridges), orthodontic and other appliances.

Procedures, appliances or restoration if the purpose is to change vertical dimension, replace or stabilize tooth
structure loss by attrition, realignment of teeth, periodontal splinting, gnathologic recordings or to diagnose or treat
abnormal conditions of the temporomandibular joint (TMJ), with the exception of procedures shown on Schedule A.
Precious metal for removable appliances, metallic or permanent soft bases for complete dentures, porcelain denture
teeth, precision abutments for removable partials or fixed partial dentures (overlays, implants, and appliances

associated therewith) and personalization and characterization of complete and partial dentures.

Implant-supported dental appliances and attachments, implant placement, maintenance, removal and all other
services associated with a dental implant.

Consultations or other diagnostic services for non-covered Benefits.
Dental services received from any dental facility other than the assigned Contract Dentist or an authorized dental
specialist (oral surgeon, endodontist, periodontist, pediatric Dentist or Contract Orthodontist) except for Emergency

Dental Services as described in the Contract.

All related fees for admission, use, or stays in a hospital, out-patient surgery center, extended care facility, or other
similar care facility.

Prescription and over-the-counter drugs.
Changes in orthodontic treatment necessitated by accident of any kind.

Myofunctional and parafunctional appliances and/or therapies, with the exception of procedures shown on Schedule
A.

Composite or ceramic brackets, lingual adaptation of orthodontic bands and Invisalign.

Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic services.
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16.

17.

Orthodontics, including oral evaluations and all treatment, must be performed by a licensed Dentist or their
supervised staff, acting within the scope of applicable law. The Dentist of record must perform an in-person clinical
evaluation of the patient (or the telehealth equivalent where required under applicable law to be reimbursed as an
alternative to an in-person clinical evaluation) to establish the need for orthodontics and have adequate diagnostic
information, including appropriate radiographic imaging, to develop a proper treatment plan. Self-administered (or
any type of "do it yourself") orthodontics are not covered.

The removal of fixed orthodontic appliances for reasons other than completion of treatment is not a covered
Benefit.

Limitations and Exclusions of Benefits for Pediatric Enrollees (Under Age 19)

Limitations of Benefits for Pediatric Enrollees:

The frequency of certain Benefits is limited. Frequency limitations are listed in Schedule A, Description of Benefits and
Copayments.

10.

Isolated bitewing or periapical films are allowed on an emergency or episodic basis.

Additional coverage of Panoramic and cephalometric x-rays (D0330, D0340, D0701, D0702) is allowed as part of an
initial medically necessary orthodontic treatment or on an emergency basis.

Sealants (D1351, D1352) are covered only on permanent molars. The teeth must be caries free with no restorations
on the mesial, distal or occlusal surfaces.

Repair or replacement of restorations by the same Dentist and involving the same tooth surfaces, performed within
24 months of the original restoration are included, and a separate fee is not chargeable to the Enrollee by a Contract
Dentist. However, coverage may be allowed if the repair or replacement is due to fracture of the tooth or the
restoration involves the occlusal surface of a posterior tooth or the lingual surface of an anterior tooth and is placed
following root canal therapy.

Covered restorations includes all related services including, but not limited to, etching, bases, liners, dentinal
adhesives, local anesthesia, polishing, caries removal, preparation of gingival tissue, occlusal/contact adjustments,
and detection agents.

Resin restoration is a Benefit when a laboratory fabricated porcelain or resin veneer is used to restore any teeth due
to tooth fracture or caries.

Name brand, laboratory processed or in-office processed crowns/pontics produced through specialized technique or
materials are material upgrades. Contract Dentists may offer services that utilize brand or trade names at an
additional fee. The Enrollee must be offered the plan Benefits of a high quality laboratory processed crown/pontic
that may include: porcelain/ceramic; porcelain with base, noble or high-noble metal. If the Enrollee chooses the
alternative of a material upgrade (name brand laboratory processed or in-office processed crowns/pontics produced
through specialized technique or materials, including but not limited to: Captek, Procera, Lava, Empress and Cerec)
the Contract Dentist may charge an additional fee not to exceed $325.00 in addition to the listed Copayment.
Contact the Customer Service Center at 888-857-0337 if You have questions regarding the additional fee or name
brand services.

Onlays, permanent single crown restorations, and posts and cores for Enrollees 12 years of age or younger are
excluded from coverage, unless specific rationale is provided indicating the reason for such treatment (e.g., fracture,
endodontic therapy, etc.) and is approved by Us.

Core buildups (D2950) can be considered for Benefits only when there is insufficient retention for a crown. A buildup
should not be reported when the procedure only involves a filler used to eliminate undercuts, box forms or concave
irregularities in the preparation.

Replacement of crowns, inlays, onlays, buildups, and posts and cores is covered only if the existing crown, inlay,
onlay, buildup, or post and core was inserted at least 60 months prior to the replacement and satisfactory evidence
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11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

is presented that the existing crown, inlay, onlay, buildup, or post and core is not and cannot be made serviceable.
The 60-month service date is measured based on the actual date (day and month) of the initial service versus the
first day of the initial service month.

Onlays, crowns, and posts and cores are covered only when necessary due to decay or tooth fracture. However, if
the tooth can be adequately restored with amalgam or composite (resin) filling material, coverage is for that service.
Crowns, inlays, onlays, buildups, or posts and cores, begun prior to the effective date of coverage or cemented after
the cancellation date of coverage, are not eligible for coverage.

Recement or re-bond of prefabricated and cast crowns, bridges, onlays, inlays, and posts is provided within 12
months of placement by the same Dentist is included at no additional cost to the Enrollee.

Posts are only covered when provided as part of a buildup for a crown. When performed as an independent
procedure, the placement of a post is not a covered Benefit.

Pulpotomies are included when performed by the same Dentist within a 45-day period prior to the completion of
root canal therapy.

a. A pulpotomy is covered when performed as a final endodontic procedure and is covered generally on primary
teeth only. Pulpotomies performed on permanent teeth are included to root canal therapy and are not
reimbursable unless specific rationale is provided and root canal therapy is not and will not be provided on the
same tooth.

b. Pulpotomies performed on permanent teeth are included to root canal therapy and are not reimbursable unless
specific rationale is provided and root canal therapy is not and will not be provided on the same tooth.

Incomplete endodontic therapy is not a covered Benefit when due to the Enrollee discontinuing treatment.
For reporting and Benefit purposes, the completion date for endodontic therapy is the date the tooth is sealed.

Subepithelial connective tissue grafts and combined connective tissue and double pedicle grafts are covered at the
level of free soft tissue grafts.

A single site for reporting osseous grafts consists of one contiguous area, regardless of the number of teeth (e.g.,
crater) or surfaces involved. Another site on the same tooth is included to the first site reported. Non-contiguous
areas involving different teeth may be reported as additional sites.

Up to four periodontal maintenance procedures and up to two routine prophylaxes may be covered within a 12
consecutive month period, but the total of periodontal maintenance and routine prophylaxes may not exceed four
procedures in a 12-month period.

a. Periodontal maintenance is only covered when performed following active periodontal treatment.

b. An oral evaluation reported in addition to periodontal maintenance will be covered as a separate procedure
subject to the Contract and limitations applicable to oral evaluations.

Coverage for multiple periodontal surgical procedures (except soft tissue grafts and osseous grafts) provided in the
same area of the mouth during the same course of treatment is based on the fee for the greater surgical procedure.

Charges for related services such as necessary wires and splints, adjustments, and follow up visits are included to the
fee for reimplantation and/or stabilization.

Routine postoperative care such as suture removal is included to the fee for the surgery.
The removal of impacted teeth is covered based on the anatomical position as determined from a review of x-rays. If

the degree of impaction is determined to be less than the reported degree, coverage will be based on the allowance
for the lesser level.
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24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Removal of impacted third molars in Enrollees under age 15 is not covered unless specific documentation is provided
that substantiates the need for removal and is approved by Us.

For reporting and Benefit purposes, the completion date for crowns and fixed partial dentures is the cementation
date. The completion date is the insertion date for removable prosthodontic appliances. For immediate dentures,
however, the Dentist who fabricated the dentures may be reimbursed for the dentures after insertion if another
Dentist, typically an oral surgeon, inserted the dentures.

Removable cast base partial dentures for Enrollees under 12 years of age are excluded from coverage unless specific
rationale is provided indicating the necessity for that treatment and is approved by Us.

Recement or re-bond of prefabricated and cast crowns, bridges, onlays, inlays, and posts is eligible once per 6-
month period. Recement or re-bond provided within 12 months of placement by the same Dentist is included at no
additional cost to the Enrollee.

With the exception of a new immediate denture, relining or rebasing is covered at no additional cost to the Enrollee
within six months of a denture’s initial delivery.

Coverage for a denture made with precious metals is based on the allowance for a conventional denture.
A removable partial denture to replace all missing teeth in the arch is the Benefit.

Precision attachments, personalization, precious metal bases, and other specialized techniques are not covered
Benefits.

Replacement of removable prostheses and fixed prostheses is covered only if the existing removable and/or fixed
prostheses was inserted at least 60 months prior to the replacement and satisfactory evidence is presented that the
existing removable and/or fixed prostheses cannot be made serviceable. Satisfactory evidence must show that the
existing removable prostheses and/or fixed prostheses cannot be made serviceable. The 60-month service date is
measured based on the actual date (day and month) of the initial service versus the first day of the initial service
month.

Implants and related prosthetics may be covered and may be reimbursed as an alternative Benefit as a three unit
fixed partial denture (FPD).

Replacement of appliances including, but not limited to, full or partial dentures, space maintainers, crowns and
prostheses that have been lost, stolen, or misplaced is not a covered service.

Deep sedation/general anesthesia and intravenous conscious sedation are covered (by report) only when provided
in connection with a covered procedure(s) and when rendered by a Dentist or other professional licensed Dentist
and approved to provide anesthesia in the state where the service is rendered.

Deep sedation/general anesthesia and intravenous conscious sedation are covered (by report) when determined to
be medically or dentally necessary for documented handicapped or uncontrollable Enrollees or justifiable medical or
dental conditions.

In order for deep sedation/general anesthesia and intravenous conscious sedation to be covered, the procedure for
which it was provided must be submitted. Services submitted without a report will be denied as a non-covered
Benefit.

For palliative (emergency) treatment to be covered; it must involve a problem or symptom that occurred suddenly
and unexpectedly that requires immediate attention. The Dentist must provide treatment to alleviate the Enrollee’s
problem. If the only service provided is to evaluate the Enrollee and refer to another Dentist and/or prescribe
medication, it would be considered a limited oral evaluation - problem focused.

Consultations are covered only when provided by a Dentist other than the practitioner providing the treatment.
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40.

41.

42.

After hours visits are covered only when the Dentist must return to the office after regularly scheduled hours to
treat the Enrollee in an emergency situation.

Therapeutic drug injections are only covered in unusual circumstances, which must be documented by report. They
are not Benefits if performed routinely or in conjunction with, or for the purposes of, general anesthesia, analgesia,
sedation or premedication.

Occlusal guards are covered by report for Enrollee 13 years of age or older when the purpose of the occlusal guard is
the treatment of bruxism and shall be prior authorized.

Exclusions of Benefits for Pediatric Enrollees:

Except as specifically provided, the following services, supplies, or charges are not covered:

10.

11.

12.

13.

14.

15.

Any dental service or treatment not specifically listed under Schedule A, Description of Benefits and Copayments, as
a covered service.

Dental services received from any dental facility other than the assigned Contract Dentist or an authorized dental
specialist (oral surgeon, endodontist, periodontist, pediatric Dentist or Contract Orthodontist) except for Emergency
Dental Services as described in the Contract.

Those not prescribed by or under the direct supervision of a Dentist, except in those states where dental hygienists
are permitted to practice without supervision by a Dentist. In these states, We will pay for eligible covered services
provided by an authorized dental hygienist performing within the scope of the dental hygienist’s license and
applicable state law.

Any procedure that has a poor prognosis for a successful result and reasonable longevity based on the condition of
the tooth or teeth and/or surrounding structures, or is inconsistent with meeting accepted standards of dental
practice.

Those incurred after the termination date of the member’s coverage unless otherwise indicated.

Those which are not medically or dentally necessary, or which are not recommended or approved by the treating
Dentist. (Services determined to be unnecessary or which do not meet accepted standards of dental practice are not
billable to the Enrollee by a Contract Dentist unless the Dentist notifies the Enrollee of the liability prior to treatment
and the Enrollee chooses to receive the treatment. Contract Dentists should document such notification in their
records.)

Services or treatment provided by a member of the Enrollee’s immediate family.

Those services submitted by a Dentist which are for the same services performed on the same date for the same
Enrollee by another Dentist.

Those which are experimental or investigative (deemed unproven).

Those which are for unusual procedures and techniques and may not be considered generally accepted practices by
the American Dental Association.

Consultations or other diagnostic services for non-covered Benefits.
Telephone consultations.

All related fees for admission, use, or stays in a hospital, out-patient surgery center, extended care facility, or other
similar care facility.

Prescription and over-the-counter drugs.

Preparations that can be used at home, such as fluoride gels, special mouth rinses (including antimicrobials), etc.
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16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Those which are for any illness or bodily injury which occurs in the course of employment if Benefits or
compensation is available, in whole or in part, under the provision of any legislation of any governmental unit. This
exclusion applies whether or not the member claims the Benefits or compensation.

Those which are later recovered in a lawsuit or in a compromise or settlement of any claim, except where prohibited
by law.

Those provided free of charge by any governmental unit, except where this exclusion is prohibited by law.
Those for which the member would have no obligation to pay in the absence of this or any similar coverage.

Those received from a dental or medical department maintained by or on behalf of an employer, mutual benefit
association, labor union, trust, or similar person or group.

Services for orthodontic treatment (treatment of malocclusion of teeth and/or jaws) except medically necessary
orthodontics provided prior Authorization is obtained.

Those performed by a Dentist who is compensated by a facility for similar covered services performed for members.
Those resulting from the Enrollee’s failure to comply with professionally prescribed treatment.

Any charges for failure to keep a scheduled appointment.

Duplicate and temporary devices, appliances, and services.

Any services that are considered strictly cosmetic in nature including, but not limited to, charges for personalization
or characterization of prosthetic appliances.

Services related to the diagnosis and treatment of Temporomandibular Joint Dysfunction (TMD).

Services to alter vertical dimension and/or restore or maintain the occlusion. Such procedures include, but are not
limited to, equilibration, periodontal splinting, full mouth rehabilitation, and restoration for misalignment of teeth.

Treatment or services for injuries resulting from the maintenance or use of a motor vehicle if such treatment or
service is covered under a plan or policy of motor vehicle insurance, including a certified self-insurance plan.

Treatment of services for injuries resulting from war or act of war, whether declared or undeclared, or from police or
military service for any country or organization.

Services or treatment provided as a result of intentionally self-inflicted injury or illness.

Services or treatment provided as a result of injuries suffered while committing or attempting to commit a felony,
engaging in an illegal occupation, or participating in a riot, rebellion or insurrection.

Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic services.

Charges for copies of Enrollees’ records, charts or x-rays, or any costs associated with forwarding/mailing copies of
Enrollees’ records, charts or x-rays.

State or territorial taxes on dental services performed.

Adjunctive dental services as defined by applicable federal regulations. These are medical services that may be
covered under a medical policy even when provided by a general Dentist or oral surgeon.

a. Adjunctive dental care is dental care that is:
i.  Medically necessary in the treatment of an otherwise covered medical (not dental) condition.
ii. Anintegral part of the treatment of such medical condition.
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iii. Essential to the control of the primary medical condition.
iv. Required in preparation for or as the result of dental trauma, which may be or is caused by medically
necessary treatment of an injury or disease (iatrogenic).

b. The following diagnoses or conditions may fall under this category:

i. Treatment for relief of Myofascial Pain Dysfunction Syndrome (MFPS) or Temporomandibular Joint
Dysfunction (TMJD).

ii. Orthodontic treatment for cleft lip or cleft palate, or when required in preparation for, or as a result of,
trauma to teeth and supporting structures caused by medically necessary treatment of an injury or disease.

iii. Procedures associated with preventive and restorative dental care when associated with radiation therapy
to the head or neck unless otherwise covered as a routine preventive procedure under this plan.

iv. Treatment of total or complete ankyloglossia.

v. Treatment of an extraoral abscess or intraoral abscess that extends beyond the dental alveolus.

vi. Treatment of cellulitis and osteitis, which is clearly exacerbating and directly affecting a medical condition
currently under treatment.

vii. Removal of teeth and tooth fragments in order to treat and repair facial trauma resulting from an
accidental injury.

viii. Prosthetic replacement of either the maxilla or mandible due to reduction of body tissues associated with
traumatic injury (such as a gunshot wound) in addition to services related to treating neoplasms or
iatrogenic dental trauma.)

Policies, Limitations, and Exclusions for Medically Necessary Orthodontic Services for Pediatric Enrollees:

1. Services are limited to medically necessary orthodontics when provided by a Contract Dentist. Orthodontic
treatment is a Benefit of this plan only when medically necessary as evidenced by a severe handicapping
malocclusion for Pediatric Enrollees and shall be prior authorized by Us.

2. Orthodontic procedures are a Benefit only when the diagnostic casts verify a minimum score of 26 points on the
Handicapping Labio-Lingual Deviation (HLD) Index or one of the automatic qualifying conditions below exist.

3. The automatic qualifying conditions are:

a. Cleft palate deformity. If the cleft palate is not visible on the diagnostic casts written documentation from a
credentialed specialist shall be submitted, on their professional letterhead, with the prior Authorization request,

b. A deep impinging overbite in which the lower incisors are destroying the soft tissue of the palate,
c. Acrossbite of individual anterior teeth causing destruction of soft tissue,

d. Severe traumatic deviation.

4, The following documentation must be submitted to Us with the request for prior Authorization of services by the
Contract Dentist:

e  ADA 2006 or newer claim form with service code(s) requested;

e Diagnostic study models (trimmed) with bite registration; or OrthoCad equivalent;
e Cephalometric radiographic image or panoramic radiographic image;

e  HLD score sheet completed and signed by the orthodontist; and

e  Treatment plan.

5. The allowances for comprehensive orthodontic treatment procedures (D8080, D8090) include all appliances,
adjustments, insertion, removal and post treatment stabilization (retention). No additional charge to the Enrollee is
permitted.

6. Comprehensive orthodontic treatment includes the replacement, repair and removal of brackets, bands and arch

wires by the original treating orthodontist.
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10.

11.

12.

13.

14.

Orthodontic procedures are Benefits for medically necessary handicapping malocclusion, cleft palate and facial
growth management cases for Pediatric Enrollees and shall be prior authorized.

Only those cases with permanent dentition shall be considered for medically necessary handicapping malocclusion,
unless the Enrollee is age 13 or older with primary teeth remaining. Cleft palate and craniofacial anomaly cases are a
Benefit for primary, mixed and permanent dentitions. Craniofacial anomalies are treated using facial growth
management.

All necessary procedures that may affect orthodontic treatment shall be completed before orthodontic treatment is
considered.

When specialized orthodontic appliances or procedures chosen for aesthetic considerations are provided, We will
make an allowance for the cost of a standard orthodontic treatment.

Repair and replacement of an orthodontic appliance inserted under the plan that has been damaged, lost, stolen, or
misplaced is not a covered service.

Should an Enrollee’s coverage be canceled or terminated for any reason, and at the time of cancellation or
termination be receiving any orthodontic treatment, the Enrollee will be solely responsible for payment for
treatment provided after cancellation or termination, except:

If an Enrollee is receiving ongoing orthodontic treatment at the time of termination, We will continue to provide
orthodontic Benefits for:

a. For 60 days if the Enrollee is making monthly payments to the Contract Orthodontist; or

b. Until the later of 60 days after the date coverage terminates or the end of the quarter in progress, if the
Enrollee is making quarterly payments to the Contract Orthodontist.

At the end of 60 days (or at the end of the quarter), the Enrollee’s obligation shall be based on the Contract
Orthodontist’s submitted fee at the beginning of treatment. The Contract Orthodontist will prorate the amount over
the number of months to completion of the treatment. The Enrollee will make payments based on an arrangement
with the Contract Orthodontist.

Orthodontics, including oral evaluations and all treatment, must be performed by a licensed dentist or his or her
supervised staff, acting within the scope of applicable law. The dentist of record must perform an in-person clinical
evaluation of the patient (or the telehealth equivalent where required under applicable law to be reimbursed as an
alternative to an in-person clinical evaluation) to establish the need for orthodontics and have adequate diagnostic
information, including appropriate radiographic imaging, to develop a proper treatment plan. Self-administered (or
any type of "do it yourself") orthodontics are not covered.

The removal of fixed orthodontic appliances for reasons other than completion of treatment is not a covered
Benefit.
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Can you read this document? If not, we can have somebody help you read it. You may also be able to get this document
written in your language. For free help, please call  888-857-0337  (TTY: 711).

¢, Puede leer este documento? Si no, podemos encontrar a alguien que lo ayude a leerlo. También puede obtener este
documento escrito en su idioma. Para obtener ayuda gratuita, llame al  888-857-0337  (servicio de retransmision TTY
deben llamar al 711). (Spanish)

TRRE BTRREASCARNS 2 AIBRARE » IRAFTOTE5 NEBIARIE - B L5 N LUEHIRE S B A S - TR EER) > sAEEE
888-857-0337  (TTY: 711) - (Chinese)

Ban co doc dudc tai liéu nay khong? Néu khong, chiing toi sé clr mét ai do giup ban doc. Ban cling cé thé nhan dugc tai liéu
nay viét bang ngdn nglt ctia ban. D& nhan dugc trg gitp mién phi, vui long goi  888-857-0337  (TTY: 711). (Vietnamese)

o] TAE ¢l F AdFU/R el o = glow thE Abgre] tial glol=" 5 sy th ol E Mo E EAE wod
FEJHFUL FEE S WS YA 888-857-0337  (TTY: 711)H o2 1g344] A 2. (Korean)

Nababasa mo ba ang dokumentong ito? Kung hindi, may tao kaming makakatulong sa iyong basahin ito. Maaari mo ring
makuha ang dokumentong ito nang nakasulat sa iyong wika. Para sa libreng tulong, pakitawagan ang  888-857-0337
(TTY: 711). (Tagalog)

Bbl MOXeTe npounTaTth 3TOT AOKYMEHT? Ecnn HeT, Mbl MOXeM NpeaoCTaBUTb BaM KOro-HUOYAb, KTO MOMOXET BaM NpountaTb
ero. Bbl Takke MoxeTe NonyunTb 3TOT AOKYMEHT Ha CBOEM s3blke. [Ins nonydeHns 6ecnnatHoi NnoMoLLm, npocbba 3BOHNUTL
no Homepy 888-857-0337  (tenetawn: 711). (Russian)

Buslual) elzzly (e witll e o Jgasd! Lay] eliSe Loy lg3el,3 § duslus oo el 353 O LiSg ceaharad Y CuS 13] Suizuck] 13 3¢l,3 miazud Jo
(Arabic) .(TTY: 711)  888-857-0337  _ Jusl doloxl

Eske w ka li dokiman sa a? Si w pa kapab, nou ka f& yon moun ede w li I. Ou ka gen posiblite pou jwenn dokiman sa a tou ki
ekri nan lang ou. Pou jwenn éd gratis, tanprirele  888-857-0337  (TTY: 711). (Haitian Creole)

Pouvez-vous lire ce document ? Si ce n’est pas le cas, nous pouvons faire en sorte que quelqu’un vous aide a le lire. Vous
pouvez également obtenir ce document écrit dans votre langue. Pour obtenir de I'assistance gratuitement, veuillez appeler le
888-857-0337  (TTY : 711). (French)

Mozesz przeczytac ten dokument? Jesli nie, mozemy Ci w tym poméc. Mozesz takze otrzymacé ten dokument w swoim
jezyku ojczystym. Po bezptatng pomoc zadzwon pod numer  888-857-0337  (TTY: 711). (Polish)

Vocé consegue ler este documento? Se nao, podemos pedir para alguém ajuda-lo a ler. Vocé também pode receber este
documento escrito em seu idioma. Para obter ajuda gratuita, ligue  888-857-0337  (TTS: 711). (Portuguese)

Non riesci a leggere questo documento? In tal caso, possiamo chiedere a qualcuno di aiutarti a farlo. Potresti anche ricevere
questo documento scritto nella tua lingua. Per assistenza gratuita, chiama il numero  888-857-0337  (TTY: 711). (ltalian)

CONEZBHAICBNEIT D ?ETAICBNBVGEICIIBRRI VT 7 Z2FRIE TV EIEI.COXNEZHLDE
BICRRLIEDDZEEEDTEIZ58HHDFIERNDYR—KMNIDWVWTIL. 888-857-0337  (TTY: 711) £ THEBLEHELSE
TU)\, (Japanese)

Kdénnen Sie dieses Dokument lesen? Falls nicht, kénnen wir Ihnen einen Mitarbeiter zur Verfligung stellen, der Sie dabei
unterstitzen wird. Méglicherweise kénnen Sie dieses Dokument auch in Ihrer Sprache erhalten. Rufen Sie fir kostenlose
Hilfe bitte folgende Nummer an:  888-857-0337  (Schreibtelefon: 711). (German)

0L s 1y Gt ol Wl sl oS iz S SS Lod 4y (e Gl Oilss 33 B punlydn asd 31 02038 Lo dlgh 6 4 (hygo 5 Sudlssu |y (e ol adlss e LT
(Persian Farsi) .(711 :TTY)  888-857-0337  :0,5 k& oyleds ool b 9501 SKS (glys aaS C8byo 395

WMPKA DIYP TR TX JVY2AYN IR TR DY VIY™D 18 DX 195VN KR VPR KT IY8YNy,0M QMR 20VIMpRT [P TXT DYT VY™ 1R DIV N
XXTTN'D  888-857-0337  :qynm yp i T LXK WATYPIX 1K LIVP TN YOO TNIX IS XY WK X LIVMPKT P TR T DYT
(Yiddish) 711 :07 10yn ox”M ,)y@LIYN XS YN

Diish yinitta’go biinighah? Doo biinighahgdd éi nich’j’ yiddottahigii nihee hdld. Dii naaltsoos t’'aa Diné bizaad

k’ehji alyaago atdd’ nich’|” adoolnjjtgo biighah. T'aa jiik’e shika i‘doolwot ninizingo kojj’ béésh holdiilnih
888-857-0337  (TTY: 711) (Navajo)
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Service Areas

Coverage is available in the following counties in Texas:

Anderson
Andrews
Angelina
Aransas
Archer
Armstrong
Atascosa
Austin
Bailey
Bandera
Bastrop
Baylor
Bee

Bell
Bexar
Blanco
Borden
Bosque
Bowie
Brazoria
Brazos
Brewster
Briscoe
Brooks
Brown
Burleson
Burnet
Caldwell
Calhoun
Callahan
Cameron
Camp
Carson
Cass
Castro
Chambers
Cherokee

Concho
Cooke
Coryell
Cottle
Crane
Crockett
Crosby
Dallas
Dawson
Deaf Smith
Delta
Denton
DeWitt
Dickens
Dimmit
Donley
Duval
Eastland
Ector

El Paso
Ellis
Erath
Falls
Fannin
Fayette
Fisher
Floyd
Foard
Fort Bend
Franklin
Freestone
Frio
Gaines
Galveston
Garza
Gillespie
Glasscock

Hardeman
Hardin
Harris
Harrison
Hartley
Haskell
Hayes
Henderson
Hidalgo
Hill
Hockley
Hood
Hopkins
Houston
Howard
Hudspeth
Hunt
Hutchinson
Irion
Jack
Jackson
Jasper
Jeff Davis
Jefferson
Jim Hogg
Jim Wells
Johnson
Jones
Karnes
Kaufman
Kendall
Kenedy
Kent
Kerr
Kimble
King
Kinney
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Childress
Clay
Cochran
Coke
Coleman
Collin
Colorado
Comal
Comanche
Liberty
Limestone
Live Oak
Llano
Loving
Lubbock
Lynn
Madison
Marion
Martin
Mason
Matagorda
Maverick
McCulloch
McLennan
McMullen
Medina
Menard
Midland
Milam
Mills
Mitchell
Montague
Montgomery
Moore
Morris
Nacogdoches
Navarro
Newton
Nolan
Nueces
Oldham
Orange
Palo Pinto

Goliad
Gonzales
Gray
Grayson
Gregg
Grimes
Guadalupe
Hale
Hamilton
Parker
Parmer
Pecos
Polk
Potter
Presidio
Rains
Randall
Reagan
Real

Red River
Refugio
Robertson
Rockwall
Runnels
Rusk
Sabine
San Augustine
San Jacinto
San Patricio
San Saba
Schleicher
Scurry
Shackelford
Shelby
Smith
Somervell
Starr
Stephens
Sterling
Stonewall
Sutton
Swisher
Tarrant

Kleberg
Knox
LaSalle
Lamar
Lamb
Lampasas
Lavaca
Lee

Leon
Throckmorton
Titus

Tom Green
Travis
Trinity
Tyler
Upshur
Upton
Uvalde
Van Zandt
Victoria
Walker
Waller
Ward
Washington
Webb
Wharton
Wi ichita
Wilbarger
Willacy
Williamson
Wilson
Winkler
Wise
Wood
Yoakum
Young
Zapata
Zavala
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Panola Taylor
Parker Terry
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