.S200 Plan

No Annual Deductible
No Annual Dollar Amount Maximum

+ Members must select, and be assigned to, a
LIBERTY Dental Plan contracted LS200 dental
office to utilize covered benefits. Your assigned
office will initiate a treatment plan or will initiate
the specialty referral process with LIBERTY Dental
Plan if the services are dentally necessary and
outside the scope of general dentistry.

« Member Co-payments are payable to the dental
office at the time services are rendered.

« This Schedule does not guarantee benefits.

All services are subject to eligibility and dental
necessity at the time of service.

+ Dental procedures not listed as covered benefits
are available at the dental office’s usual and
customary fee.

« For a complete description of your Plan, please
refer to the Evidence of Coverage in addition to this
Schedule.

DENTAL PLAN

Summary of services

ADA Code Procedure Member pays
Diagnostic services
D0120 .......... Periodic oral evaluation ............ no charge
D0140 .......... Limited oral evaluation ............ no charge
DO145 .......... Oral Evaluation underage3 ........ no charge
D0150 .......... Comprehensive oral evaluation...... no charge
DO160 .......... Oral evaluation, problem focused .. no charge
DO170 .......... Re-evaluation, limited, problem

focused ... no charge
D0180 .......... Comprehensive periodontal

evaluation ..., no charge
D0210 .......... Intraoral, complete series (includes

bitewings) ..., no charge
D0220 .......... Intraoral, periapical, first film ....... no charge
D0230 .......... Intraoral, periapical, each additional

film no charge
D0240 .......... Intraoral, occlusalfilm ............. no charge
D0250 .......... Extraoral, firstfilm ................. no charge
D0260 .......... Extraoral, each additional film........ no charge
D0270 .......... Bitewing, singlefilm ............... no charge
D0272 .......... Bitewings, 2 films .................. no charge
D0273 .......... Bitewings, 3films .................. no charge
DO274 .......... Bitewings, 4 films .................. no charge
D0277 .......... Vertical bitewings, 7to 8 films ........ no charge
D0330 .......... Panoramic Film .................... no charge
D0415 .......... Collection of microorganisms for

culture ..o no charge
D0425 .......... Caries susceptibility tests .......... no charge
DO460 .......... Pulp vitality tests .................. no charge
DO470 .......... Diagnosticcasts ................... no charge
DO472 .......... Accession of tissue, gross exam,

prep&report ... no charge
DO474 .......... Accession of tissue, gross/micro.

eXAM, TePONt ...t no charge
Preventive services
D1110 .......... Prophylaxis, adult .................. no charge

Prophylaxis, adult (3rd or more per 12

MoNths) ......oovii S 45.00
D1120 .......... Prophylaxis, child .................. no charge

Prophylaxis, child (3rd or more per 12

mMonths) ..o S 35.00
D1203 .......... Topical application of fluoride, child no charge

Topical application fluoride, child (3rd +in

12mMO0.) e $ 10.00
D1204 .......... Topical application of fluoride, adult no charge
D1206 .......... Topical fluoride varnish ............ no charge
D1310 .......... Nutritional counseling for control of

dentaldisease ..................... no charge
D1320 .......... Tobacco counseling, control/prevention

oraldisease .............coooiinnn. no charge
D1330 .......... Oral hygieneinstruction............ no charge
D1351 .......... Sealant, pertooth ................. S 10.00
D1352 .......... Preventive resin restoration - permanent

tOOth .o $ 10.00
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LS200 Plan

ADA Code Procedure Member pays
Preventive services (continued)

DIS10 ..o Space maintainer, fixed, unilateral ......... ... S 25.00
DISIS Space maintainer, fixed, bilateral ... S 25.00
DI520 .. o Space maintainer, removable, unilateral. ... S 25.00
DI525 .o Space maintainer, removable, bilateral ... S 25.00
DI550 c.uii e Recementation of space maintainer ............oovviiiiiiiiiiiiieeeeiiiinn, S 10.00
D1555 tii Removal of fixed space maintainer ............ooooiiii i $ 10.00
Restorative

D2140 . Amalgam, 1 surface, primary or permanent ...........ooooeieiiiiiieeiiinenn. S 500
D2150 .. Amalgam, 2 surfaces, primary or permanent ...........oooeieeiiiieniiinaann. S 10.00
D2160 ..o Amalgam, 3 surfaces, primary or permanent ...........oooeeeiiiiiieiiiiinn. S 17.00
D216T oo Amalgam, 4 or more surfaces, primary/permanent ............ooooiiiiiiiannn. S 20.00
D2330 .o Resin-based composite, 1 surface, anterior .............ooviiiiiieeeeiiinnne. S 10.00
D2331 oo Resin-based composite, 2 surfaces, anterior ..............coovviiiiiiii ... S 17.00
D2332 oo Resin-based composite, 3 surfaces, anterior ..o, S 26.00
D2335 1 Resin-based composite, 4+ surfaces/incisalangle ...............ccooiii i, S 37.00
D2390 ..t Resin-based composite crown, anterior ... S 50.00
D2391 i Resin-based composite, 1 surface, posterior ...........oovvviiiiiiieeeeiiinnnn, S 55.00
D2392 oo Resin-based composite, 2 surfaces, posterior ...........ooovviiiieeieiiinnnn. S 60.00
D2393 . Resin-based composite, 3 surfaces, posterior .........co.c.ovviiiiiiiiiieiinn... S 70.00
D239% . Resin-based composite, 4+ surfaces, posterior .............oooevieiiiiiaiinn... S 80.00

*GUIDELINES for Inlays, Onlays, and Single Crowns:

The total maximum amount chargeable to the member for elective upgraded procedures (explained below) is $250.00 per tooth. Providers are
required to explain covered benefits as well as any elective differences in materials and fees prior to providing an elective upgraded procedure.

1. Brand name restorations (e.g. Sunrise, Captek, Vitadur-N, Hi-Ceram, Optec, HSP, In-Ceram, Empress, Cerec, AllCeram, Procera,
Lava, etc.) may be considered elective upgraded procedures if their related CDT procedure codes are not listed as covered benefits.

2. Benefits for anterior and bicuspid teeth: Resin, porcelain and any resin to base metal or porcelain to base metal crowns are
covered benefits for anterior and bicuspid teeth. Adding a porcelain margin may be considered an elective upgraded procedure.

3. Benefits for molar teeth: Cast base metal restorations are covered benefits for molar teeth. Resin-based composite and
porcelain/ceramic crowns are not covered benefits on molar teeth. Any resin to metal or porcelain to metal crowns may be considered
elective upgraded procedures. Adding a porcelain margin may be considered an elective upgraded procedure.

4. Base metal is the benefit. If elected, the member may be charged additional lab costs for a) noble metal, b) high noble metal,

or ¢) titanium.
D2510 . Inlay, metallic, 1SUMface ......ooee o $120.00*
D2520 ..o Inlay, metallic, 2 SUrfaces ... $ 140.00*
D2530 i Inlay, metallic, 3 ormore surfaces . ..........ooviiiiiii $ 145.00*
D2542 oo Onlay, metallic, 2 SUrfaces ......oveeeee e $ 145.00*
D2543 oo Onlay, metallic, 3 SUMACES ... oot $ 155.00*
D2544 .. oo Onlay, metallic, 4 0r MOre SUMACES .. ..ovvet et $160.00*
D2610 ... Inlay, porcelain/ceramic, 1surface ..........coooiiiiiiiii $130.00*
D2620 ... Inlay, porcelain/ceramic, 2 SUrfaCeS ... ..veeii $ 140.00*
D2630 .o Inlay, porcelain/ceramic, 3 or more surfaces ...........oovvieiiiieniiieann. $ 145.00*
D2642 oo Onlay, porcelain/ceramic, 2 SUMFACES ... vvveiiiiee et $ 155.00*
D2643 ..o Onlay, porcelain/ceramic, 3 SUrfaces ...........ovieeiiiiiiii e, $160.00*
D2644 .. Onlay, porcelain/ceramic, 4 Or MOre SUFfaCeS .........oueerueiiiiieiiiennennn. $170.00*
D2650 ... Inlay, resin-based composite, 1 SUrface ..........ccooviiiiiiiiiiiii . $130.00*
D2651 . o Inlay, resin-based composite, 2 SUIfACES .......oveieiii i, $135.00*
D2652 oo Inlay, resin-based composite, 3 or more surfaces .............c.oooveiiinnaann.. $150.00*
D2662 .o Onlay, resin-based composite, 2 SUMfACES .. ..vvviieeei i, $ 145.00*
D2663 .. Onlay, resin-based composite, 3 SUrfaces ............oooviieiiiiieiiiiieann. $ 160.00*
D2664 ... Onlay, resin-based composite, 4 or more surfaces .............oooeeviiniienn.. $ 165.00*
D2710 .o Crown, resin-based composite (indirect) ... S 85.00*
D2712 o Crown, 3/4 resin-based composite (indireCt) .........ovvviiiiiiiiiiie e S 85.00*
D2720 oo Crown, resin with highnoblemetal ......... ... S 90.00*
D272 o Crown, resin with predominantly base metal ..., S 90.00*
D2722 oo Crown, resinwithnoblemetal..... ... S 90.00*
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ADA Code Procedure

Member pays

Restorative (continued)

D2740 ..o Crown, porcelain/ceramic substrate ...,
D2750 ..o Crown, porcelain fused to high noble metal ........................
D2751 o Crown, porcelain fused to predominantly base metal ..............
D2752 o Crown, porcelain fused to noble metal ..ot
D2780 .o Crown, 3/4 casthighnoblemetal ...,
D2781 o Crown, 3/4 cast predominantly base metal ........................
D2782 oo Crown, 3/4 castnoblemetal ...
D2783 o Crown, 3/4 porcelain/ceramic ..........oooviiiiiiiiiii
D2790 .. Crown, full cast highnoblemetal.................oocoont.
D2791 oo Crown, full cast predominantly base metal ........................
D2792 oo Crown, full cast noblemetal ...,
D279 .. oo Crown, LEaNIUM © .o
D2799 .. Provisional Crown ...
D2910 .. Recement inlay, onlay, partial coverage restoration ................
D2915 o Recement cast or prefabricated post &core ...l
D2920 ..o RECEMENT CIOWN ..o
D2930 ..t Prefabricated stainless steel crown, primary tooth .................
D2931 o Prefabricated stainless steel crown, permanent tooth .............
D2932 i Prefabricated resincrown ...... ...
D2933 .. Prefabricated stainless steel crown, resinwindow .................
D2934 o Prefabricated esthetic coated SS crown, primary ...................
D2940 ..o Protective restoration (temporary) ...
D2950 .. Core build-up, includingany pins ..o
D2951 .o Pin retention, per tooth, in addition to restoration..................
D2952 oo Post & core in addition to crown, indirect fabric.....................
D2953 Each additionalindirect fabric. post, sametooth...................
D295 . i Prefabricated post & core in additiontocrown .....................
D2955 .. Post removal (not in conj. with endodontic therapy) ...............
D2957 o Each additional prefabricated post, same tooth ...................
D2960 ..ot Labial veneer (resin laminate), chairside ..................ooooit.
D2961 ..o Labial veneer (resin laminate), laboratory .........................
D2962 .. Labial veneer (porcelain laminate), laboratory .....................
D2970 ..o Temporary crown (fractured tooth) ...
D297 oo Add’l procedure/new crown, existing partial denture ...............
D2980 .. Crown repair, by report ...
Endodontics

D310 v Pulp cap - direct (excluding final restoration) ......................
D3120 cii Pulp cap - indirect (excluding final restoration) ....................
D3220 .. Therapeutic pulpotomy (excluding final restoration) ...............
D3221 o Pulpal debridement, primary & permanentteeth ..................
D3230 .. Pulpal therapy (resorbable filling), anterior, primary ................
D3240 . Pulpal therapy (resorbable filling), posterior, primary ...............
D3310 e Anterior (excluding final restoration) ....................coiil
D3320 o Bicuspid (excluding final restoration) ...t
D3330 tii Molar (excluding final restoration) ..ot
D333 o Treatment of root canal obstruction; non-surgical .................
D3332 i Incomplete endodontic therapy, inoperable .......................
D3333 1 Internal root repair of perforation defects .........................
D3346 o Retreatment of previous root canal - anterior .....................
D3347 o Retreatment of previous root canal - bicuspid .....................
D3348 oo Retreatment of previous root canal-molar .......................
D3351 i Apexification/recalcification/pulp reg. - initial visit .................
D3352 i Apexification/recalcification/pulp reg. - interimmed. ..............
D3353 1 Apexification/recalcification - final visit ......................o.es
D3410 . Apicoectomy/periradicular surgery —anterior ......................
D3421 oo Apicoectomy/periradicular surgery - bicuspid ..................
D3425 oo Apicoectomy/periradicular surgery -molar................oooin

CDT-2011/2012: Current Dental Terminology, © 2010 American Dental Association. All rights reserved.
CAHHDECHH 1214

.............. S 25.00
.............. S 25.00
.............. S 30.00
.............. $ 20.00
.............. $ 10.00
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ADA Code Procedure Member pays
Endodontics (continued)

D3426 o Apicoectomy/periradicular surgery —ea. add.root ..., S 30.00
D3430 o Retrograde filling - perroot ..o S 30.00
D3450 ... Root Amputation = perroot .......oovvveiiiii i S 60.00
D3910 ..o Surgical procedure for isolation with rubberdam ... S 35.00
D3920 ... Hemisection (incl. root removal), notincl.rootcanal .......................... .. $105.00
D3950 .. Canal prep. &fitting of preformed dowel/post .............ccociiiiiiiiiinn. S 10.00
Periodontics

D4210 .o Gingivectomy/gingivoplasty, 4+ teeth perquadrant ..., S 70.00
DA21T o Gingivectomy/gingivoplasty, 1-3 teeth perquadrant ..., S 30.00
DA240 oo Ging. flap procedure, 4+ teeth per quadrant ..., $115.00
DA24T oo Ging. flap procedure, 1-3 teeth perquadrant ..., $115.00
DA245 . i Apically positioned flap ..o $125.00
DA249 L Clinical crown lengthening, hard tissue ..., $175.00
DA260 .. Osseous surgery, &4+ teeth perquadrant ..., $250.00
DA26T o Osseous surgery, 1-3 teeth perquadrant ..., $125.00
DA263 oo Bone replacement graft, 1st siteinquadrant ..., $120.00
DA264 oo Bone replacement graft, ea. additional site,quad. ...l S 64.00
DA265 o Biologic materials to aid soft 05S€0US tiSSUE ... .. vvveeeiiiii e $115.00
DA266 oo Guided tissue regeneration-resorbable, persite...........oooiiii $290.00
DA267 oo Guided tissue regeneration- non resorbable, persite ..., $375.00
DA270 .o Pedicle soft tissue graft procedure ... $216.00
DA271 o Free soft tissue graft procedure (incl. donorsite) ............cooooiiiiiii ... $216.00
DA273 o Subepithelial connective tissue graft, pertooth ..., $ 400.00
DA274 oo Distal/proximal wedge procedure ..........uvviiieeei i $105.00
DA2T75 oo Soft tissue allograft ... ... S 425.00
DA320 oo Provisional splinting - intracoronal ... S 72.00
DA321 o Provisional splinting - extracoronal .............ccoooeiiiiiiiiiii S 72.00
GUIDELINE:

No more than two (2) quadrants of periodontal scaling and root planing per appointment/per day are allowable.

DA3AT oo Periodontal scaling & root planing, 4+ teeth/quad. ..., S 30.00
DA342 oo Periodontal scaling &root planing, 1-3 teeth/quad. ...t S 15.00
DA355 i Fullmouth debridement .........cooooiiii S 30.00
DA38L oo Localized delivery of antimicrobial agent/pertooth ...t S 18.00
DA910 oo Periodontal MaintenaNCe . .....ooeei i S 40.00
DA920 ..o Unscheduled dressing change/non-treatingdentist ..................ooiit. S 500
Prosthodontics - removable

D5110 oo Complete denture, Maxillary ..........oooi e $175.00
D5120 oo Complete denture, mandibular ........ ..o $175.00
D5130 it Immediate denture, maxillary ..........ooooiiiii $175.00
D5140 ... Immediate denture, mandibular.......... ..o $175.00
D5211 oo Maxillary partial denture, resinbase ... $120.00
D5212 oo Mandibular partial denture, resinbase ... $120.00
D5213 o Maxillary partial denture, cast metal/resinbase ............coooviiiiiiiiinnnn. $180.00
D5214 oo Mandibular partial denture, cast metal/resinbase ..............ooceiiiiiinnn. $180.00
D5225 o Maxillary partial denture, flexible base ... $180.00
D5226 .\t Mandibular partial denture, flexiblebase ..., $180.00
D5281 .o Removable unilateral partial denture, 1 pc.cast ..., $145.00
D5410 .. Adjust complete denture, maxillary ... no charge
DS4ATT oo Adjust complete denture, mandibular ... no charge
D542T o Adjust partial denture, maxillary ... no charge
D5422 o Adjust partial denture, mandibular ... no charge
D5510 .o Repair broken complete denturebase ... § 15.00
D5520 .o Replace missing/broken teeth, completedenture ..., $ 10.00
D5610 .o Repair resin denture base .......cooeeieii i S 15.00
D5620 .. Repair cast framework . .......oooee S 15.00
D5630 cuii Repair or replace broken clasp ... $ 10.00
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ADA Code Procedure Member pays
Prosthodontics — removable (continued)

D5640 ..o Replace broken teeth, pertooth ....... ... S 10.00
D5650 .. Add tooth to existing partialdenture ....... ... S 10.00
D5660 .. Add clasp to existing partialdenture ....... ... S 10.00
D5670 ..o Replace all teeth & acrylic/cast metal frame, max. ..., $105.00
D5671 o Replace all teeth & acrylic/cast metal frame, mand. ..., $105.00
D5710 tui Rebase complete maxillary denture ... S 75.00
DS711 o Rebase complete mandibulardenture ... S 75.00
D5720 o Rebase maxillary partialdenture ... ... S 75.00
D5721 o Rebase mandibular partialdenture ... § 75.00
D5730 o Reline complete maxillary denture, chairside ..., S 16.00
D5731 oo Reline complete mandibular denture, chairside ..., S 16.00
D5740 o Reline maxillary partial denture, chairside ..., S 16.00
DS741 oo Reline mandibular partial denture, chairside ..., S 16.00
D5750 . Reline complete maxillary denture, laboratory ..., S 50.00
D5751 oo Reline complete mandibular denture, laboratory ..., S 50.00
D5760 ..o Reline maxillary partial denture, laboratory ..., S 50.00
D5761 o Reline mandibular partial denture, laboratory ............ccooviiiiiiiiiinnns. S 50.00
D5810 tui e Interim complete denture, maxillary ... $100.00
D581IT oo Interim complete denture, mandibular ... $100.00
D5820 . Interim partial denture, maxillary ........ ..o S 40.00
D5821 i Interim partial denture, mandibular...........coooiiiiii S 40.00
D5850 .. Tissue conditioning, Maxillary ... no charge
D585T v Tissue conditioning, mandibular ... no charge
Implant services

GUIDELINE:

Implants and all services associated with implants are listed at the actual member co-payment amount. No additional fee is allowable for
porcelain, noble metal, high noble metal, or titanium for implants and procedures associated with implants.

D6010 ..o Surgical placement of implant body, endosteal ..., $2,000.00
DB056 .. Prefabricated abutment, includes placement............ooooiiii s, $210.00
D6058 . Abutment supported porcelain/ceramic CrOWN ........vveeeeeiiiiiiiiieeeaanns $1,110.00
D6059 ... Abutment supported porcelain/high noble crown ..., $1,096.00
D6060 ... Abutment supported porcelain/base metal crown ..., $1,035.00
D06 vt Abutment supported porcelain/noble metal crown .........cooovviiieeeeiaa.... $1,056.00
DB062 v Abutment supported cast metal crown, highnoble .......................o. .. $1,003.00
D063 .o Abutment supported cast metal crown, base metal ... $861.00
DO06L ..o Abutment supported cast metal crown, noblemetal .....................l $912.00
D094 ... Abutment supported crown, titanium ..... ... $670.00
D6065 ... Implant supported porcelain/ceramic Crown ...........oeveeeviiiiienineeeannn. $1,040.00
DB066 .. Implant supported porcelain/metal crown ..........viiiiiiiiiiiie e $1,013.00
DB067 oo Implant supported metalcrown ... ... $984.00
DB068 .. Abutment supported retainer, porcelain/ceramic FPD .........oooovvieeiiiin. . $1,110.00
DO069 ..o Abutment supported retainer, metal FPD, highnoble ............................ $1,096.00
D6070 ..o Abut. support. retainer, porc./metal FPD, basemetal ...l $1,035.00
D071 . Abut. support. retainer, porc./metal FPD, noble ..., $1,056.00
DO072 oo Abut. support. retainer, cast metal FPD, highnoble ..., $1,028.00
DBO73 o Abut. support. retainer, cast metal FPD, base metal ..........cooovvvveiiiiii..t. $930.00
DO074 oo Abut. support. retainer, cast metal FPD,noble ...........ccoooiiiiiL L, $1,005.00
DO1O4 ..o Abut. supported retainer crown, FPD, titanium ... $670.00
D6075 oo Implant supported retainer for ceramic FPD ..........ooiiiiiiiii i, $1,092.00
DO076 .o Implant supported retainer for porc./metal FPD ............ooviiiiiiiii.nn. $1,064.00
D077 oo Implant supported retainer for cast metal FPD ..., $984.00
D092 i Recement implant/abutment supported crown ............ ..o S 45.00
D093 .o Recement implant/abutment supported FPD ... S 65.00
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ADA Code Procedure Member pays

Prosthodontics - fixed

* GUIDELINES for Pontics and Abutment Inlays, Onlays and Crowns

The total maximum amount chargeable to the member for elective upgraded procedures (explained below) is $250.00 per tooth.
Providers are required to explain covered benefits as well as any elective differences in materials and fees prior to providing an elective
upgraded procedure.

1. Brand name restorations (e.g. Sunrise, Captek, Vitadur-N, Hi-Ceram, Optec, HSP, In-Ceram, Empress, Cerec, AllCeram, Procera,
Lava, etc.) may be considered elective upgraded procedures if their related CDT procedure codes are not listed as covered benefits.

2. Benefits for anterior and bicuspid teeth: Resin, porcelain and any resin to base metal or porcelain to base metal crowns are
covered benefits for anterior and bicuspid teeth. Adding a porcelain margin may be considered an elective upgraded procedure.

3. Benefits for molar teeth: Cast base metal restorations are covered benefits for molar teeth. Resin-based composite and
porcelain/ceramic crowns are not covered benefits on molar teeth. Any resin to metal or porcelain to metal crowns may be considered
elective upgraded procedures. Adding a porcelain margin may be considered an elective upgraded procedure.

4. Base metal is the benefit. If elected, the member may be charged additional lab costs for a) noble metal, b) high noble metal,

or ¢) titanium.

D6205 . oo Pontic, indirect resin based COMPOSItE ... .vvvvvii e, S 85.00*
D6210 .. Pontic, cast highnoblemetal ........ ..o, $100.00*
D211 o Pontic, cast predominantly basemetal ... $100.00

D6212 oo Pontic, cast noble Metal ..........ooooi $100.00*
D624 o PONIC, LIEANIUM e $100.00*
D6240 ..o Pontic, porcelain fused to highnoble metal ... $115.00*
DO24T o Pontic, porcelain fused to predominantly base metal ...................ooiiiis. $115.00*
DO242 oo Pontic, porcelain fused tonoble metal ..o $115.00*
DO245 ..o Pontic, porcelain/CeramiC .. ...t $100.00*
D6250 ... Pontic, resin with high noblemetal ... S 90.00*
D6251 .. Pontic, resin with predominantly base metal ..., $ 90.00*
D6252 oo Pontic, resinwithnoblemetal ... S 90.00*
D6253 .. PrOVISIONALPONTIC . . ... S 90.00

DO545 L. Retainer, cast metal for resin bonded fixed prosth. ...l S 90.00*
DOS48 .. Retainer, proc./ceramic, resin bonded fixed prosth. ... S 80.00

D6600 ....covieei Inlay, porcelain/ceramic, 2 SUrfaces ........ooiiiii e $ 140.00*
D660T ..o Inlay, porcelain/ceramic, 3 or more surfaces ...........ooviieiiiiiieiiiiens. $ 150.00*
D6602 ..o Inlay, cast high noble metal, 2 surfaces ..o, $ 140.00*
D6603 ..ot Inlay, cast high noble metal, 3 ormoresurfaces ............coooviiiiiiiiinnn.. $ 145.00*
DO60& ..o Inlay, cast base metal, 2 SUrfaces ........o.o.ooeiiiiii i $140.00

D6605 ..o Inlay, cast base metal, 3 ormore surfaces ...........c.ooviiiiiiiiiiiii . $ 145.00

D6606 ... Inlay, cast noble metal, 2 surfaces ... $ 135.00*
D6607 .o Inlay, cast noble metal, 3 ormoresurfaces ............ooooiiiiiiiiii . $ 145.00*
DO624 INlay, THANIUNM © . e et $ 145.00

D6608 ..o Onlay, porcelain/ceramic, 2 SUMFACES ... vttt $160.00*
D6609 ... Onlay, porcelain/ceramic, 3 0r MOre SUFfaCES ........ovuueeriii e iiieaneenns, $ 165.00*
D6610 .. Onlay, cast high noble metal, 2 surfaces ..., $ 155.00*
DO61T . Onlay, cast high noble metal, 3 or more surfaces ..., $ 155.00*
D6612 oo Onlay, cast base metal, 2 SUrfACES .....o.veeee i $ 145.00

D6613 oo Onlay, cast base metal, 3 or more surfaces ...........oooeeieiiiiieiiiieans. $155.00

D664 . o Onlay, cast noble metal, 2 SUMfaceS . ... $ 145.00*
DO615 oo Onlay, cast noble metal 3 ormore surfaces ..........oovviieiiiii e, $ 150.00*
D6634 i ONLay, THEANMIUM e e e e $ 155.00*
DO710 .o Crown, indirect resin based COMPOSItE ... ...oviiiiiiiiiiiiiiiiie e $ 85.00*
D6720 ..o Crown, resin with highnoblemetal ......... ..., $ 90.00*
D6721 oo Crown, resin with predominantly base metal ..., S 90.00*
DO722 oo Crown, resinwithnoblemetal. ... ... S 90.00*
DO740 .. Crown, Porcelain/CeramiC ... ..uuuu ettt et $100.00*
D6750 .. Crown, porcelain fused to high noble metal...............ooooiiiiiii s, $ 115.00*
DO751 i Crown, porcelain fused to predominantly base metal ..................ooooil. $115.00*
DO752 i Crown, porcelain fused tonoblemetal ..., $115.00*
D6780 .. Crown, 3/4 casthighnoble metal ........ ..., $115.00*
DO781 oo Crown, 3/4 cast predominantly basemetal ..., $100.00
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ADA Code Procedure Member pays
Prosthodontics - fixed (continued)

D782 . Crown, 3/4 castnoblemetal ...... ... $100.00*
DB783 Crown, 3/4 porcelain/CeramiC ... ...ooiiiii e $100.00*
D6790 .. Crown, full cast highnoblemetal ..., $100.00*
D6791 oo Crown, full cast predominantly basemetal ..., $100.00
D6792 oo Crown, fullcast noblemetal ... ..o $100.00*
D6793 .. Provisional retainer CroWN ........oiii e S 65.00
DO704 .. Crown, TIEANIUM .« .o $100.00*
D6930 . Recement fixed partialdenture ... ... no charge
D640 .. SIS DIEAKET ..ottt S 15.00
DE970 .. e Post & core in addition to FPD retainer,indirect ...............ooi i S 30.00*
D672 oo Prefabricated post & coreinadd. toFPDretainer .........cocovviviieiiiiinn, S 30.00
D673 . Core buildup for retainer, including any pins ..o, S 30.00
D976 .. Each additional indirectly fabricated post/sametooth ...................oooie. S 50.00*
DOOT7 o Each additional prefabricated post, sametooth ..., S 50.00
D980 . Fixed partial denture repair, by report ... S 24.00
Oral and maxillofacial surgery

D7111 oo Extraction, coronal remnants, deciduoustooth ............ ...l no charge
D7140 . Extraction, erupted tooth or exposed root ............coviiiiiiiiiiiii i, S 8.00
D720t Surgical removal of erupted tooth ........ ... S 20.00
D7220 .o Removal of impacted tooth, soft tissue ..o S 68.00
D7230 o Removal of impacted tooth, partially bony ... $100.00
D7240 . Removal of impacted tooth, completelybony ..., $130.00
D7241 oo Removal impacted tooth, complete bony,complication ..................ooaae. $140.00
D7250 . Surgical removal residual tooth roots, cuttingproc. ...........cooviiiiiiiiiin. S 45.00
D7261 .o Primary closure of a sinus perforation ..............coooiiiiiii i $152.00
D7270 .o Tooth reimplantation/stabilization, accident ... S 75.00
D7280 .. Surgical access of anuneruptedtooth ... $105.00
D7282 o Mobilization of erupted/malpositionedtooth ..., S 48.00
D7283 Placement, device to facilitate eruption, impaction ..., S 45.00
D7285 oo Biopsy of oral tissue, hard (bone, tooth) ..., $ 15.00
D7286 . Biopsy of oral tissue, SOft . ...t S 15.00
D7287 o Exfoliative cytological sample collection ..o S 20.00
D7288 .o Brush biopsy, tranepithelial sample collection ..., S 20.00
D7310 oo Alveoloplasty with extractions, 4+ teeth, quadrant ....................ooooin. S 45.00
D7311 o Alveoloplasty with extractions, 1-3 teeth, quadrant ..., S 40.00
D7320 o' Alveoloplasty, w/o extractions, 4+ teeth, quadrant................coooeeainns S 50.00
D7321 oo Alveoloplasty, w/o extractions, 1-3 teeth, quadrant ..., S 60.00
D7340 o Vestibuloplasty, ridge extension (2nd epithelialization) ...................... ... S 64.00
D7350 .« Vestibuloplasty, ridge extension .........ouiii S 88.00
D7450 ... Removal, benign odotogenic cyst/tumor,upto 1.25 ... S 70.00
D7451 oo Removal, benign odotogenic cyst/tumor,over 1.25 ... $ 144.00
D7460 .. Removal, benign nonodontogenic cyst/tumor, to 1.25 ..., S 80.00
D7461 ..o Removal, benign nonodontogenic cyst/tumor, 1.25+ ... $112.00
D747T oo Removal of lateral exostosis, maxillaormandible ............................... S 85.00
D Removal of torus palatinus ..o S 65.00
D7473 o Removal of torus mandibularis ... S 65.00
D7485 o Surgical reduction of 0sseous tuUberosity ............c.ooiiiiiiiiii S 40.00
D7510 ..o Incision & drainage of abscess, intraoral softtissue ..........occovvveiiiiiiiinne, S 10.00
D7511 oo Incision/drainage, abscess, intraoral soft, complicated .......................... S 15.00
D7520 . oo Incision & drainage, abscess, extraoral soft tissue .............ooociiiiiiiiann. S 10.00
D7521 oo Incision/drainage, abscess, extraoral soft, complicate ........................... S 12.00
D7530 .o Remove foreign body, mucosa, skin, tissue ..........cooeiiiiiiiiiiii S 12.00
D7560 ..o Maxillary sinusotomy, remove th. frag./foreignbody ...l S 40.00
D7960 ..\ Frenulectomy (frenectomy or frenotomy), Sep. ProC. ....ooovvvviiieeeeeeiinnnne. no charge
D7963 .. FrenuloplaSTY . ..o no charge
D7970 . Excision of hyperplastic tissue, perarch ..........coooiiiiiiiii i S 45.00
D7971 o Excision of pericoronal gingival ..o S 40.00
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ADA Code Procedure Member pays
Adjunctive general services

D110 ..o Palliative (emergency) treatment, minor procedure..............ccoviiiieiinn... S 10.00
D120 «.v e Fixed partial denture Sectioning . ... no charge
D210 .. Local anesthesia not with operative/surgical proced. ..., no charge
DO211 o Regional block anesthesia ........ ... no charge
D212 o Trigeminal division block anesthesia ........ ..o no charge
D215 . Local anesthesia with operative/surgical procedure ..............ccovviiieiinn... no charge
** GUIDELINE:

Deep sedation/general anesthesia is a covered benefit only when in conjunction with covered oral surgery and pedodontic procedures when
dispensed in a dental office by a practitioner acting within the scope of his/her licensure; and when warranted by documented conditions that
local anesthetic is contraindicated. General anesthesia, as used for dental pain control, means the elimination of all sensations accompanied
by a state of unconsciousness. Patient apprehension and/or nervousness are not of themselves sufficient justification for deep sedation/
general anesthesia or intravenous conscious sedation/analgesia.

D9220 .. Deep sedation/general anesthesia, 1st 30 minutes .............ccooiiiieiinn... $195.00*
D9221 .o Deep sedation/general anesthesia, eachadd. 15min. ...t $110.00*
D9230 ..o Inhalation of nitrous oxide/analgesia, anxiolysis . ............ccovveiviiin.n. S 30.00
D241 . Intravenous conscious sedation/analgesia, 1st 30min. ..., $ 185.00*
D242 o IV conscious sedation/analgesia, each add. 15min. ..., S 90.00*
D248 ..o Non-intravenous consCious SEAatioN . .......vuueee e e $100.00
DI310 .o Consultation, other than requestingdentist ..., no charge
DO430 ..o Office visit, observation, reqular hrs., nootherserv. ................ccoooviiis. no charge
DILGLD ..o Office visit, after reqularly scheduled hours ..., S 30.00
D450 .. Case presentation, detailed & extensive treatment ..., no charge
D630 .. Other drugs and/or medicaments, by report ..., $ 20.00
D910 v\ Application of desensitizing medicament ... no charge
DO91T .o Application of desensitizing resin, pertooth ............coooiiiiiiiiiii i, no charge
D930 .. Treatment of complications, post surgical, unusual ..., S 5.00
D940 ..o Occlusal guard, by report .......oe e $115.00
D942 oo Repair and/or reline of occlusal guard ....... ..o $ 50.00
D950 .. Occlusion analysis, mounted €ase ............veeiiiiiiiiiiii no charge
DI95T o\ Occlusal adjustment, limited ..........ooiii S 15.00
DI952 . Occlusal adjustment, complete ... S 20.00
D971 ot Odontoplasty 1-2teeth ......oue i S 5.00
D972 o Externalbleaching-perarch ..... ... $185.00
Broken appointment, less than 24 hournotice ..., $ 20.00
Office ViSit, PErVISIT ... no charge
Orthodontic Services
DO340. .o Cephalometric x-ray and tracings for orthodontic puposes ....................... $100.00
DOAT0. .o Diagnostic casts for orthodontic purposes .........ooveviiiiiiiii e S 75.00
D310 .o Initial consultation for orthodontic purposes. ..........oooovieiiiiieiii o, S 0.00
D8O10. .. Limited orthodontic treatment of the primary dentition.......................... $1,300.00
DBO20 .. ..o Limited orthodontic treatment of the transitional dentition ...................... $1,300.00
DBO30 ... Limited orthodontic treatment of the adolescent dentition ...................... $1,300.00
DBOLO ... Limited orthodontic treatment of the adult dentition ............................ $1,300.00
D8O50. ... Interceptive orthodontic treatment of the primary dentition ..................... $500.00
D8OBO. ... Interceptive orthodontic treatment of the transitional dentition.................. $500.00
D8O70. .. Comprehensive orthodontic treatment of the transitional dentition .............. $1,550.00
D8O8BO. .. Comprehensive orthodontic treatment of the adolescent dentition............... $1,550.00
D090 e Comprehensive orthodontic treatment of the adult dentition .................... $1,695.00
D210 . e Removable appliance therapy . ......ooo $350.00
D8220 ... Fixed applianCetherapy . ... .oouuvi oo $350.00
DB660 ...t Pre-orthodontic treatment Visits ..........coviiiiiiiiii e S 0.00
D8O70. . Periodic orthodontic visits (as part of contract)..............cooeeiiiia ... S 0.00
D8680. . Orthodontic retention (removal of appliances, construction and placement of
FELAINET(S)) © vttt et e e e $250.00
Broken appointment (less than 24 hournotice) ..........covvviiiieneiiinnns, $ 20.00
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LIBERTY Dental Plan will arrange for you to receive services from a contracted Dental Specialist if the necessary treatment is outside the
scope of General Dentistry. Your General Dentist will initiate the referral process with LIBERTY Dental Plan. When you receive services from a
Dental Specialist utilizing the proper referral process, the Member Co-Payments listed in this Copayment Schedule will apply.

Orthodontic Exclusions:

1. Replacement of lost or stolen orthodontic appliances

2. Lost, stolen or broken appliances

3. Orthodontic treatment started prior to member’s effective date of coverage unless covered through an orthodontic takeover provision

4. Extractions for orthodontic purposes, (will not be applied if extraction is consistent with professionally recognized standards of dental practice or
arises in the context of an emergency dental condition)

5. Treatment in progress at the time of eligibility, unless included as an orthodontic rider to the groups benefits.

6. Temporomandibular joint syndrome (TMJ) surgical orthodontics

7. Myofunctional therapy

8.  Treatment of cleft palate

9. Treatment of micrognathia

10. Treatment of macroglossia

11. Changes in orthodontic treatment necessitated by accident of any kind

12. Orthodontic coverage is limited to 24 months of treatment, followed by 24 months of retention office visits

13. Services provided after the 24th month of treatment and/or retention is the responsibility of the patient at a fee not to exceed $130 per month

14. Inthe event of termination the patient is responsible for the usual fee of the treating dentist pro-rated over the remainder of treatment and/or
retention

Limitations:

1. Prophylaxis procedures are covered once every 6 consecutive months.

2. Complete series of x-rays (full mouth x-rays) or panoramic films are covered once every 36 consecutive months.

3. Fluoride treatments are covered once every 6 consecutive months.

4. Sealants are covered only on the first and second permanent molars with no caries (decay) for dependent children up to the 14th birth date.
Limited to once per tooth per 36 month period.

5. Scaling and root planning per quadrant/site is covered once every 24 consecutive months.

6. Replacement of crowns, labial veneers or fixed partial dentures (bridgework), per unit, are limited to once every 5 year period.

7. Replacement of an existing full and partial denture is covered once per arch every 5 years if the appliance cannot be made functional through
reline or repair.

8. Denture relines are covered twice every 12 consecutive months.

9.  Fabricated crowns, onlays and inlays may be covered when a tooth with a good prognosis requires restoration but has insufficient remaining
structure to reliably retain a filling. Coverage for these procedures limited to members age 16 and over.

10. The replacement of an amalgam or resin restoration in less than twelve months by the same contracted dentist or office is not chargeable to the
Plan or the member.

11. Procedures that appear to have a poor prognosis as determined by a licensed LIBERTY dentist consultant are not covered.

12. Localized delivery of antimicrobial agents may be covered 4-6 weeks after the completion of scaling and root planing as an adjunctive procedure
for 2 non-responsive sites in a quadrant with 5mm pockets or deeper plus inflammation.

13. For treatment plans involving 7 or more units of crowns and/or fixed partial dentures (bridges), contracted providers may charge an additional
$200 co-payment per unit. In such cases, the first 6 units, as described in limitation #6 above, are covered at the specified member co-payment
amount only, as documented in this Schedule of Benefits.

14. Fixed partial dentures (bridges) are covered when: replacing a “like-for-like” existing fixed partial denture with identical pontics and abutment
teeth with good prognosis; abutment teeth qualify for crowns on their own merit, as described in limitation #6 above; there is only one missing
permanent tooth in a full arch and the bridge would have opposing teeth in the opposite arch.

15. Surgical periodontal services are limited to once every 36 month period.

16. Full mouth debridement is limited to once in a 24 month period.

17. Pediatric referrals, if authorized by LIBERTY, are covered only for dependent children through the age of 6 unless the child qualifies under the
American with Disabilities Act (ADA).

Exclusions:

1. Any procedure not specifically listed as a covered benefit.

2. Replacement of lost or stolen prosthetics or appliances including partial dentures, full dentures, and orthodontic appliances.

3. General anesthesia, analgesia, intravenous/intramuscular sedation or the services of an anesthesiologist other than those situations described in
the Schedule of Benefits (**).

4. Treatment started prior to coverage or after termination of coverage.

5. Procedures, appliances, or restorations to treat temporomandibular joint dysfunctions (e.g. adjustments/corrections to the facial bones),
congenital or developmental situations (including supernumerary teeth) or medically induced dental disorders, including but not limited to:
myofunctional treatment (e.g. speech therapy), or myoskeletal dysfunctions, unless otherwise covered as an orthodontic benefit.

6.  Services for cosmetic purposes or for conditions that are a result of hereditary developmental defects, such as cleft palate, upper and lower jaw
malformations, congenitally missing teeth and teeth that are discolored or lacking enamel.

7. Procedures which are determined not to be dentally necessary consistent with professionally recognized standards of dental practice.

8. Procedures performed on natural teeth solely to increase vertical dimension or restore occlusion.
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9.  Any service performed outside of your assigned dental office, unless expressly authorized by LIBERTY, or unless as outlined and covered in the
“Emergency Dental Care” section of the Evidence of Coverage.

10. The removal of asymptomatic, unerupted third molars (or other teeth) that appear to have an unimpeded pathway to eruption and no active
pathology.

11. Procedures or appliances that are provided by a dentist who specializes in prosthodontic services.

12. Services for restoring tooth structure lost from wear (abrasion, erosion, attrition or abfraction), for rebuilding occlusion or maintaining chewing
surfaces or teeth that are out of alignment or for stabilizing teeth. Examples of such treatment are equilibration and periodontal splinting.

13. Any routine dental services performed by a dentist or dental specialist in an inpatient/outpatient hospital setting.

14. Consultations for non-covered services.

LIBERTY Dental Plan of California, Inc.

P.O. Box 26110

Santa Ana, CA 92799-6110

Members with Questions, please call: Member Services (888) 703-6999
Providers with Questions, please call: Professional Services (800) 268-9012
Website: www.libertydentalplan.com

This disclosure is only a summary of the dental plan. The dental plan contract and evidence of coverage must be consulted to determine
the exact terms and conditions of coverage. A specimen copy of the contract and evidence of coverage is available on request for
examination at the administrative office of LIBERTY Dental Plan of California, Inc..

Underwritten by LIBERTY Dental Plan of California, Inc.

Humana. WU | (
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