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Plan Benefit Structure
In-Network Out-of-Network
Benefit Maximum per Member per Calendar Year $1,500 $1,500
All services, except Type |
Lifetime Orthodontia Maximum (Child only) $1,500 $1,500
Annual Deductible
Deductible waived for Type | services
Individual $50 $50
Family $150 $150
Benefit Catedo In-Network Out-of-Network*

gory Plan Pays You Pay Plan Pays You Pay

100% 0% 100% 0%

Type I: Preventive

Deductible does not apply

Type | services do not count toward the calendar-year maximum

Tvoe II: Basic 80% | 20% | 80% | 20%
ype It After meeting deductible
o 50% | 50% | 50% | 50%
Type lll: Major After meeting deductible
Type IV: Orthodontia
Child 50% 50% 50% 50%

Lifetime maximum

$1,500

Orthodontic Services (Child only), Deductible does not apply

Type | Covered Services

Two per year! in any combination of periodic, limited, or comprehensive

Oral Exams exams
Two per year — Type Il periodontal maintenance does not count toward
Prophylaxis max of two cleanings

Bitewing X-rays?

Two per year

Periapical X-rays?

Four films per year

Full Mouth X-rays?

One per five-year period

Topical Fluoride

Through age 15 — one per calendar year

Sealants

Through age 15 — one per lifetime

Space maintainers

Through age 15

Type Il Covered Services

Amalgam Fillings — Restorative

One treatment per tooth in any two-year period (limit based on amalgam

and composite fillings combined)

Composite Fillings — Anterior (Front) Teeth

One treatment per tooth in any two-year period;
amalgam and composite fillings combined)

(limit based on

Emergency Palliative Treatment

Covered for emergency treatment of dental pain

Endodontics — Pulpal Therapy

One treatment per tooth in any two-year period

Endodontics — Root Canal

One treatment per tooth in any two-year period

Periodontics — Surgical

Surgical — One procedure per three-year period

Periodontics — Non-surgical

Non-Surgical — One per two-year period

Oral Surgery - Simple Extractions

Covered

Oral Appliances for Treatment of Bruxism

Covered

Type Ill Covered Services

Oral Surgery — Surgical

Coverage Covered

Prosthodontics — Bridges & Dentures

Seven-year replacement limit




Crowns/Inlays/Onlays

Seven-year replacement limit

Implants

Covered

Stainless Steel Crowns

Covered — Up to age 4, one tooth per lifetime

General Anesthesia

Limited Coverage per BCBSAZ dental coverage guidelines®

Type IV Covered Services

Orthodontics

Children through age 18

Out of Network Reimbursement

90t percentile of usual, customary and reasonable (UCR)

Provider Network

Includes both Blue PPO and Blue PPO Prime

1.0nly the allowed amount, as based on LEAT, if applicable (and not the billed charges) counts to satisfy the deductible. Only the BCBSAZ portion of the allowed amount counts toward the calendar-year maximum. Any

services in excess of a benefit limit or provided after you reach the calendar-year benefit maximum are not covered.

2. All “per year” benefits mean per calendar year.

3. Any combination of x-rays billed on the same date of treatment cannot exceed the allowed amount for a full mouth x-ray benefit.

4. BCBSAZ Dental Coverage Guidelines are available upon request. Not all dentally necessary services are covered benefits.

In-Network Providers

Out-of-Network Providers

Example

Prevention Plus

“In-network” dental providers have contracts with Blue Cross Blue Shield of Arizona
(BCBSAZ) or with BCBSAZ'’s independent dental network vendor. In-network
providers accept negotiated fees as payment in full for covered dental services, and
file a member’s claims with BCBSAZ. Members usually have lower out-of-pocket
costs with in-network providers.

“Out-of-network” providers have no contract with BCBSAZ or with BCBSAZ's
independent dental network vendor. Out-of-network providers set their own rates, can
collect up to full billed charges from members, and have no obligation to file members’
claims.

For out-of-network providers within Arizona, BCBSAZ reimburses the member based
on the lesser of BCBSAZ’s established in-network fee schedule amount or the
dentist’s actual billed charge. If the provider is located outside Arizona,
reimbursement is based on the lesser of billed charges or the fee schedule of the
independent dental network vendor.

The following example shows how use of an in-network provider may save you
money. This example assumes:

You have already met your annual deductible

You have 80% coinsurance for in-network providers
You have 80% coinsurance for out-of-network providers
Your dentist’s billed charge is $150

BCBSAZ's established in-network fee is $100

In-Network Provider Out-of-Network Provider
Billed charge $150 Billed charge $150
BCBSAZ in-network fee $100 BCBSAZ in-network fee $100
BCBSAZ pays (80% x $100) $ 80 BCBSAZ pays (80% x $100) $ 80

You pay (20% x $100) $ 20 You pay (20% x $100) $ 20
Plus difference of billed charge $ 50

Your Out-of-Pocket Cost: $ 20 Your Out-of-Pocket Cost: $70

While your actual expenses will vary, in this example, you would have saved $50 by
using an in-network provider.

All diabetic and expecting mothers are eligible for coverage of one additional dental
cleaning procedure or one additional periodontal maintenance procedure. For
members who have enrolled in the program, extended preventive benefits will remain
available for the duration of the these conditions.




BCBSAZ Standard PPO Exclusions and Limitations

Type l. Diagnostic and Preventive Services:
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Two evaluations per Calendar Year including a maximum of one comprehensive evaluation per 36 months

One emergency or problem focused exam (D0140) per Calendar Year

Two prophylaxis (cleaning, scaling and polishing teeth) per Calendar Year (one additional cleaning is covered during
pregnancy and for diabetic patients). Contact your Benefit Administrator for details.

One topical fluoride per Calendar Year, to age 16

Bitewing x-rays, 2 per Calendar Year

Periapical x-rays

One full mouth or panoramic x-ray per 60 months

One sealant per tooth per lifetime, to age 16 (limited to permanent 1st and 2nd molars)

Space maintainers to preserve space between teeth for premature loss of a primary tooth (does not include use for
orthodontic treatment)

Type Il. Basic Services:
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Simple extraction of teeth

Amalgam and composite fillings excluding posterior composite fillings (anterior restorations of mesiolingual,
distolingual, mesiobuccal, and distobuccal surfaces considered single surface restorations), per tooth, per surface
every 24 months

Emergency palliative treatment (only if no services other than exam and x-rays were performed on the same date of
service)

Pin retention of fillings (multiple pins on the same tooth are allowable as one pin)

Antibiotic injections administered by a dentist

Occlusal orthotic device for TMD (D7880), by report, one per five years

Endodontic treatment of disease of the tooth, pulp, root, and related tissue, limited to:

a. Root canal therapy (not covered if pulp chamber was opened before effective date of coverage)

b. Pulpotomy

c. Apicoectomy

d. Retrograde fillings, per root per lifetime

Periodontic services, limited to:

a. Two periodontal maintenance visits following surgery per Calendar Year (D4341 is not considered surgery)
b. One scaling and root planing per quadrant (D4341 or D4342) per 24 months from age 21

c. Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after oral evaluation
and in lieu of a covered D1120/D1110, limited to one per two years

Occlusal adjustment performed with covered surgery

Gingivectomy

Osseous surgery including flap entry and closure

One pedicle or free soft tissue graft per site per lifetime

One appliance (night guards) per 5 years within 6 months of osseous surgery

One full mouth debridement per lifetime
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Type lll. Major Services:
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One study model per 36 months

Crown build-up for non-vital teeth

Recementing bridges, inlays, onlays and crowns after 12 months of insertion and per 12 months per tooth thereafter

One repair of dentures or fixed bridgework per 24 months

General anesthesia and analgesia, including intravenous sedation, in conjunction with covered oral surgery or

periodontal surgery, or implant placement procedures

Restoration services, limited to:

a. Cast metal, resin-based, gold or porcelain/ceramic inlay, onlay and crown for tooth with extensive caries or
fracture that is unable to be restored with an amalgam or composite filling, one per 60 months from the original
date of placement, per permanent tooth

b. Replacement of existing inlay, onlay, or crown, after 7 years of the restoration initially place or last replaced

c. Stainless steel crowns up to age 14 (one per tooth per lifetime)

d. Post and core in addition to crown when separate from crown for endodontically treated teeth, with a good
prognosis endodontically and periodontally

Oral surgery, including postoperative care for:

Removal of teeth, including impacted teeth

Extraction of tooth root

Coronectomy, intentional partial tooth removal, one (1) per lifetime

Alveolectomy, alveoplasty, and frenectomy

Excision of periocoronal gingiva, exostosis, or hyper plastic tissue, and excision of oral tissue for biopsy

Tooth reimplantation and/or stabilization; tooth transplantation

~0 o0 UTD



8.

9.

g. Excision of a tumor or cyst and incision and drainage of an abscess or cyst
Prosthetic services, limited to:
a. Initial placement of removable dentures or fixed bridges
b. Replacement of removable dentures or fixed bridges that cannot be repaired after 7 years from the date of last
placement
c. Addition of teeth to existing partial denture
d. One relining or rebasing of existing removable dentures per 24 months
e. Implants and related services (Please refer to pages 1 and 2 of the benefit summary to see if implants are
covered.)
Teledentistry, synchronous (D9995) or asynchronous (D9996), limited to two per calendar year (when available)

Type IV. Orthodontia services and tooth extractions. (Please refer to pages 1 and 2 of the benefit summary for

Orthodontia coverage)

Diagnostic services, active and retention treatment to include removable, fixed appliance therapy and limited and
comprehensive therapy

Plan Exclusions:
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10.

1.
12.
13.

14

15.

16.

17

Services which are covered under Medicare, worker's compensation or employer’s liability laws.

Services which are not necessary for the patient’'s dental health.

Reconstructive, plastic, cosmetic, elective or aesthetic dentistry.

Oral surgery requiring the setting of fractures and dislocations.

Services with respect to malignancies, cysts or neoplasms, hereditary, congenital, mandibular prognathism or
development malformations where such services should not be performed in a dental office.

Dispensing of drugs.

Hospitalization for any dental procedure.

Treatment required for conditions resulting while on active duty as a member of the armed forces of any nation or
from war or acts of war, whether declared or undeclared.

Implant removal or the replacement of dentures, bridges, inlays, onlays or crowns that can be repaired or restored to
normal function.

Diagnosis or treatment of Temporomandibular Disorder (TMD) syndromes, problems and/or occlusal disharmony
(except for D7880).

Elective surgery including, but not limited to, extraction of nonpathologic, asymptomatic impacted teeth.

Services not listed as covered.

Implants and related services; replacement of lost, stolen or damaged prosthetic or orthodontic appliances; athletic
mouthguards; precision or semi-precision attachments; denture duplication; periodontal splinting of teeth.

. Replacement of lost, stolen or damaged prosthetic or orthodontic appliances; athletic mouthguards; precision or semi-
precision attachments; denture duplication; periodontal splinting of teeth.

Services for increasing vertical dimension, replacing tooth structure lost by attrition, and correcting developmental
malformations and/or congenital conditions.

Procedures that in the opinion of the Plan are experimental or investigative in nature because they do not meet
professionally recognized standards of dental practice and/or have not been shown to be consistently effective for the
diagnosis or treatment of the Member’s condition.

. Treatment of cleft palate, malignancies or neoplasms.



Multi-language Interpreter Services

Spanish: Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Blue Cross Blue Shield of
Arizona, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete,
llame al 1-888-271-7806.

Navajo: Dii kwe’é atah nilinigii Blue Cross Blue Shield of Arizona haada yit'éego bina’iditkidgo éi doodago Haida hija
anilyeedigii t'dadoo le’é yina’iditkidgo beehaz'danii hdl¢ dii t'aa hazaadk’ehji haka a’doowotgo bee haz’g doo bagh
ilinigdd. Ata’ halne’igii kojj’ bich’j’ hodiilnih 1-888-271-7806.

Chinese: IR &, B 2EEEIRENNER, ARMNBAIEBRATE Blue Cross Blue Shield of Arizona 7T 5
B, EEEMNGRELEMAZESIEBINE, BH—MHES, FHRER THEBEART 1-883-271-7806,

Vietnamese: N&u quy vi, hay ngudi ma quy vi dang gitp d&, cé cu hdi vé Blue Cross Blue Shield of Arizona quy vi s&
o quyén dugce gidp va cé thém thang tin bing ngén ngl cia minh mién phi. D& ndi chuyén véi mét théng dich vién,
Xin goi 1-888-271-7806.

Arabic:
il gleall g 3aclusdll e Jpaandl 8 3l bl <Blue Cross Blue Shield of Arizona e sy iliul saclud gadd gal 5 bl GIS )
.1-888-271-7806 @ Juail anx jia pe Saaaill A3 3 () 50 (o lialy 4y 55 pucall

Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross Blue Shield of Arizona,
may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-888-271-7806.

Korean: 22 Gt £= HOJF S22 /U= HE AFEO| Blue Cross Blue Shield of Arizona 0fl 2t8i A & £ 0|
QUCIH ol et S S0 EEE 7ole HHZE HIE 280 €S 4= s A2 YsLth 3
SAAS} 0HD1otD] Sl A= 1-888-271-7806 2 M 3lotl Al2.

French: Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Blue Cross Blue Shield of
Arizona, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun co(t. Pour parler a un
interpréte, appelez 1-888-271-7806.

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue Cross Blue Shield of Arizona haben, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-888-271-7806 an.

Russian: Ecaun y Bac An Anua, KOTOpOMY Bbl NOMOraeTe, UMeKTca Bonpockl Nno noeoay Blue Cross Blue Shield of
Arizona, TO Bbl UMeeTe NpaBo Ha BecnaaTtHoe noaydyeHne nomoLm U MHGoOPMaLKMKU Ha Balwem a3bike. Jna pasrosopa
C NepeBoAYMKOM No3BoHuTe no TenedoHy 1-888-271-7806.

Japanese: .__"Zi.kﬁ iT" EHEEHDBHDELY DA TH. Blue Cross Blue Shield of Arizona [ZDUWLVT ZERAS

SEWFELEL, C DEBTHR—bE20FLY, BHREAFLEZYTEILATEE T, HEEID
M FEEHA, BIRES ﬁénéiﬁ . 1-888-271-7806 EF THEIE 2 &Ly,
Farsi:

5SS 4S 35l ) ol s 28L 43315 « Blue Cross Blue Shield of Arizona 25 52 s ¢ 1380e SaS gl ap ladiaS oS L e S
1-888-271-7806 ket iy 1 (ISl ysb 4 ) 358 Ol 4 e DUl
St gl

Assyrian:
~saolhu o «Blue Cross Blue Shield of Arizona hos <ises (aaaldue (L 6de maicums 8o 18 ih ¢ (e obo® U<
.1-888-271-7806

Serbo-Croatian: Ukoliko Vi ili neko kome Vi pomaZete ima pitanje o Blue Cross Blue Shield of Arizona, imate pravo da
besplatno dobijete pomo¢ i informacije na Vasem jeziku. Da biste razgovarali sa prevodiocem, nazovite 1-888-271-7806.

Thai: WInAaL Mianuinai&9iendafinia1uLALIAY Blue Cross Blue Shield of Arizona
aufidngfazldsuanuiamdanazdayalumeuasaaladlne bifid1ldd e waaafuain Tns 1-888-271-7806
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