DHMO Dental

Good news about dental benefits for employees of
City of Frisco

A Dental Plan Means Healthy Smiles

This DHMO dental plan offers benefits through a network of Plan Dentists. When you enroll for
benefits, treatments you receive from your selected Plan Dentist will be provided at reduced fees
called copayments. For your information, a partial list of frequently used dental treatments is included.

Plan Features

¢ No Deductibles

¢ No Waiting Periods

¢ No copayments for most Preventive services

e Benefits are payable for pre-existing dental conditions within the copayment schedule
¢ Includes Orthodontic copayments

¢ No Claim Forms for Members to File (except Non-Plan Specialty Dentist Services and
Emergency Services provided by a Non-Plan Dentist)

¢ No Referrals Required for Specialty Dentist Services
¢ No Annual Maximum for Plan Dentist and Plan Specialty Dentist Services

Important Enroliment Information

To enroll, just follow three simple steps:

1. Select a general dentist from the Directory of Dentists for yourself and every eligible member of
your family. Each family member may choose a different Plan Dentist. You must select a Plan
Dentist to receive services. Except for certain specialty dentist services, all services must be
performed by this selected Plan Dentist. You may change your Plan Dentist(s) throughout the
Plan Year in accordance with the provisions of the group agreement. However, all services
must be performed by a Plan Provider.

2. Complete the enclosed enrollment form, being sure to include the Dental Facility Number of
each Plan Dentist selected.

3. Return your completed enrolliment form to your Personnel Department or Benefits Manager
authorizing payroll deductions for your coverage.

Finding a Provider

You can find a dental provider in the DHMO Dental Series Provider Network by visiting our web site
at www.sunlife.com/findadentist, under “DHMO or Prepaid Dental Plan?” select your state and plan.
Availability of Plan Dentists and Plan Specialty Dentists varies depending on location.

If you have any questions, call Customer Service at 800.443.2995.

DHMO dental products are provided by United Dental Care of Texas, Inc., an affiliate of Sun Life
Assurance Company of Canada (Wellesley Hills, MA), under Form Series UDC-09-GDSA-TX.

© 2016 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved.
Sun Life Financial and the globe symbol are registered trademarks of Sun Life Assurance Company
of Canada. Visit us at www.sunlife.com/us.
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Savings You Can See

DHMO Dental Plan 189

1. Plan Provider Services

The dental services listed in the following schedule are covered when provided by the Member's selected Plan
Dentist. If Member requires dental specialty services that cannot be provided by selected Plan Dentist, Member may
obtain from a Plan Specialty Dentist the services marked as dental specialty services (S) in this Section 1. No
referral from Member’'s selected Plan Dentist is needed to receive services from a Plan Specialty Dentist. The
Member will be responsible for paying the amount listed in the “Member Copayment” column (plus any applicable
lab fees (*)) at the time the service is received, or in accordance with the Plan Provider’s billing procedures.

Dental services obtained from a Plan Specialty Dentist that are not listed and marked as dental specialty services
(S) in this Section 1 or listed in Section 2 below will be provided to Member at reduced charges. A 15% reduction
from that Plan Specialty Dentist's normal retail charges applies to services obtained from a Plan Specialty Dentist
whose practice is limited to endodontics. A 25% reduction from that Plan Specialty Dentist’s normal retail charges
applies to services obtained from any other Plan Specialty Dentist (including, but not limited to, a Plan Specialty
Dentist whose practice is orthodontics). Member is responsible for paying the entire reduced charge either at the
time the service is received or in accordance with Plan Specialty Dentist’s billing procedures.

To fully understand the benefits, exclusions and limitations of this plan, the Member should consult the Evidence of
Coverage. The Plan Provider is permitted to charge the member for any missed appointments if the Member fails to
give at least 24 hours notice. The charge may not exceed $20.00.

Services marked with a single asterisk (*) below also require separate payment of laboratory charges. The laboratory
charges must be paid to the Plan Provider in addition to any applicable copayment for the service.

Payment for each service of a Non-Plan Dentist (at that dentist's normal retail charge) is the responsibility of the
Member, except for Plan Benefits for covered dental Emergency Services.

ADA Member

Code** Service Description* Copayment
Appointments

None Office visit - during regularly SChEAUIBA ROUIS™ ™ ...ttt ennes No Charge

D0120 Periodic oral evaluation - establiShed PatIENE..........cco bbb No Charge

(ADA Code D0120 may only be obtained once in any six calendar months, except for medically necessary more frequent evaluationsas
determined by Member's Plan Dentist.)
D0140 Limited oral evaluation - problIEM FOCUSEA. ........cueurieuriiniieieis ettt es s snnes No Charge
D0150 Comprehensive oral evaluation - new or established PatiENtT..........cccceiirieirierc s No Charge
(ADA Code D0150 may only be obtained once in any six calendar months, except for medically necessary more frequent evaluationsas
determined by Member's Plan Dentist.)

D0160 Detailed and extensive oral evaluation - problem focused, DY FEPOM ..........coirireecr e No Charge
D0170 Re-evaluation - limited, problem focused (established patient; not post-0perative Visit) ............cccoererieireneninesreseresesee s No Charge
D0180 Comprehensive periodontal evaluation - new or establiShed PatiENt...........ccoviirciriciriee s No Charge
D9310 Consultation - diagnostic service provided by dentist or physician other than requesting dentist or physician.............cccovvevrenrennirneinen. 55.00
D9440 Office visit - after regularly SCEAUIBA NOUS ..........coiiuiiiie bbb en 30.00

Continued On Next Page
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ADA Member
Code™ Service Description** Copayment

Diagnostic Dentistry

D0210 Intraoral-complete series of radiographiC iMAGEST ........cvivriiriiririeie e No Charge
(ADA Code D0210 may only be obtained once in any three calendar years, except for medically necessary more frequent x-raysas
determined by Member's Plan Dentist.)

D0220 Intraoral-periapical first radiographiC iMAQE ...........ceicurieiricicee ettt s bbb No Charge
D0230 Intraoral-periapical each additional radiographiC IMAGE. ... vt No Charge
D0240 Intraoral-occlusal radiographiC iMAGE .......c.vueuireirieir bbb bbb bbbt No Charge
D0250 Extraoral-2D projection radiographic image created using a stationary radiation source, and detector............cccooeviniininrneenennn. No Charge
D0260 Extraoral-each additional radiographiC IMAGE...........eeuiuriiiririeirieres et No Charge
D0270 Bitewing-single radiographiC iMAGE. ......ceueuriierreeiriieseceeieiseses st ess e e e sese et sese s es s b s e s st s sse e s s et et s e s st et ns e nene et et as e ns No Charge
D0272 Bitewing-two radiographiCiMageST ... ....cvuiuriiieiiiri ettt No Charge

(ADA Code D0272 may only be obtained once in any six calendar months, except for medically necessary more frequent x-raysas
determined by Member's Plan Dentist.)

D0274 Bitewing-four radiographiC iMAGEST........civeurieiriers sttt bbb bbb nas No Charge
(ADA Code D0274 may only be obtained once in any six calendar months, except for medically necessary more frequent x-raysas
determined by Member's Plan Dentist.)

D0277 Vertical bitewings-7 t0 8 radiographiC IMAGES. ... vttt ettt No Charge

D0330 Panoramic radiographiC iMAGET...........euriiuriiiriir e bbb bbb bbbttt No Charge
(ADA Code D0330 may only be obtained once in any three calendar years, except for medically necessary more frequent x-raysas
determined by Member's Plan Dentist.)

D0415 Collection of microorganisms for CUtUre @nd SENSIIVILY.........c.erieurieniiereese e No Charge
D0425 CarieS SUSCEPHDIIEY TESES ... cvureeeeeieceecie ettt s s8Rttt No Charge
D0431 Adjunctive pre-diagnostic test that aids in detection of mucosal abnormalities including premalignant and malignantlesions,

not to include cytology or biopsy procedures
D0460 Pulp vitality tests

Preventive Dentistry

D1110 PrOPRYIAXIS = QUUIE........coevieciieiie et R s bbbttt en No Charge
(ADA Code D1110 may only be obtained once in any six calendar months, except for medically necessary more frequent prophylaxisas
determined by Member's Plan Dentist.)

D1120 PrOPRYIAXIS = CRIIA .....vucvveieicie ekttt No Charge
(ADA Code D1120 may only be obtained once in any six calendar months, except for medically necessary more frequent prophylaxisas
determined by Member's Plan Dentist.)

D1203 Topical application of fUOTIAE = CRIl ...........c.ouiir bbb s No Charge
D1204 Topical application O fJUOTAE = @AUIL............cuiirieie et sttt No Charge
D1206 Topical application of fUOHAE VAINISN .............c.cuiiiieiicee ettt No Charge
D1310 Nutritional counseling for control Of dENtal QISEASE...........cvu v No Charge
D1320 Tobacco counseling for the control and prevention 0f Oral ISEASE ...........cccveurirrieriier et No Charge
D1330 Oral NYGIENE INSITUCHIONS. ......cvcvieiisie ittt ettt s sttt s s s e e bbb s e s st s s st st No Charge
D1351 SBAIANE = PEI TOON....... ettt s R RS n ettt No Charge
D1510 Space MaINtaNer - fIXEA - UNIAIETAIT ...........covieiiieiceece bbbt b bbb bbb bbb bbbt s s tns 50.00
D1515 Space MaINtAINET - IXEA = DIAIEIAI ..ottt s 50.00
D1520 Space maintainer - removable - UNIIALETAI™ ............cciuiiece bbb bbbttt bns 65.00
D1525 Space maintainer - remMOVADIE - DIIALEIAIT ...........cccieirie ettt s 90.00
D1550 Re-cement or re-bond SPACE MAINLAINET ...........cvvieiueieiriccee et s b s s et b s s et s e s s s s 10.00
None AGIIONAL PIOPRYIAXIS ™™ ..ottt ss ettt s et s b8 eS8 R bbb R bRttt s et nen 40.00
D9940 OCCIUSAI GUATT, DY FEPOM™ ...ttt sttt en 85.00
D9951 Occlusal adjUSIMENT = IMIEA.........cveiiieiiiriirce et s bt s sttt s 15.00
D9952 Occlusal adjUSMENL = COMPIELE .........cuiiieriieriee bbbt en 55.00
Restorative Dentistry
D2140 Amalgam - one surface, Primary OF PEMMEANENT ..........ccieuriueiieiieeiiseeeees et ese st sssse st ssse s s s s s ses s s st s et s s s bbb e s s s st et s sesnsns 5.00
D2150 Amalgam - two surfaces, Primary OF PEMMANENT.........c.cueuiuriiieieieireeiee ettt bbb s bbb s b sttt 10.00
D2160 Amalgam - three surfaces, Primary OF PEMMANENL..........ccvieieiieiereiiese e ses s s s s s st s s s s s s s s s s s sn s s ensesensesessnsenns 15.00
D2161 Amalgam - four or more surfaces, Primary OF PEMANENL..........coueuirrurirririeirieiiei ettt ene 15.00
D2330 Resin-based cOMPOSItE - ONE SUMACE, ANTEIION ........cuieiiieeiree e s bbb se st sn st sesnnnas 20.00
D2331 Resin-based composite - tWO SUMACES, ANTETION ..........c.cviuiueieiiccee ettt b bbb b 30.00
D2332 Resin-based composite - three SUMACES, ANEEMION ..o bbb s et s s s s snnes 45.00
D2335 Resin-based composite - four or more surfaces or involving incisal angle (aNTErIOr) ... 65.00
D2391 Resin-based cOMPOSIte - ONE SUMACE, POSIEIION .......c.veiieeiriieiree e s bbbt s s sesnnas 50.00

Continued On Next Page
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ADA Member

Code™ Service Description** Copayment
D2392 Resin-based composite - tWO SUMACES, POSIEIION.........c.cvcuiueieiiicee et bbbt bbb b ettt s e 60.00
D2393 Resin-based composite - three SUMACES, POSIETION ..........cviiiiueirireiieisie e s e s s s 70.00
D2394 Resin-based composite - four or More SUMfACES, POSIEIION...........ccueueiiieiieie ettt bbb bbb 95.00
D2510 INMAY = MELAIIIC = ONE SUMTACE™ ......cviceicecsee e b bbb s bbbt s bbbt s bbbt tes 75.00
D2520 INMAY = MELAINIIC = tWO SUITACES™ ......cviieicec ettt b bbb bbb bbbttt es 85.00
D2530 Inlay - metallic - three OF MOTE SUIACES™ .......c.ceiieeiie e s s bbb s bbb bbb s n s b nas 110.00
D2542 Onlay - MELAIlIC = tWO SUITACES™ .......veveieieieieieie e bbb s s bbbt 100.00
D2543 Onlay - MELalliC - threE SUIACES™ .......c.cviveicieiite e a s bbb s s bbb s b s bbbt 120.00
D2544 Onlay - MetalliC - fOUr OF MOTE SUMTACES ........eviieiiieiieieiicie et st 130.00
D2610 Inlay - pOrcelain/CEramiC ONE SUIMTACE™ .........coiueiieiiie ettt s bbb s bbb bbb bbb bbb s b s st s st n s b nas 200.00
D2620 Inlay - pOrcelain/CEramiC WO SUMACES™ .........ccoiueuiieiiie et e s bbb bbb s bbb s s s en st n s n s bnas 210.00
D2630 Inlay - porcelain/ceramic three OF MOTE SUMACES™ ........c.ieiiveiiieiiee ettt s b s bbb s s s s naes 220.00
D2740 Crown - porcelain/CeramiC SUDSITAIE™............cieiieiieeiee ettt s bbb s bbb s bbbt s bbbt 189.00
D2750 Crown - porcelain fused to high NODIE MELAI* ..o 189.00
D2751 Crown - porcelain fused to predominantly Dase MELaI™ ..o e 189.00
D2752 Crown - porcelain fused t0 NODIE MELAI™ ...........ccieicce bbb bbbt 189.00
D2790 Crown - full Cast high NODIE METAI ...ttt 189.00
D2791 Crown - full cast predominantly DASE METAI ..........ccoriireirree ettt 189.00
D2792 Crown = fUll CaSt NODIE MELAI ...ttt sttt 189.00
D2910 Re-cement or re-bond inlay, onlay, veneer, or partial Coverage reStoration............couereieieenieisiesseee e ssssessnnes 15.00
D2920 RE-CEMENT OF FE-DONT CTOWN ...t bbb 8RR bbbt 15.00
D2930 Prefabricated stainless steel Crown = PrIMArY t00tN ..........c.cuiuiurieeeeccc sttt 80.00
D2932 PrefabriCated FESIN CIOWN ... vt b s bbbt 35.00
D2933 Prefabricated stainless steel crown With reSINWINAOW ...........c.cuieieririiiereee bbb 45.00
D2940 PrOMECHVE FESIONAHION. ...ttt 15.00
D2950 Core buildup, INCIUAING @MY PINS....iviiriiriiiiriiirieisieisiei ettt s bt s bbbt s bbbt en 75.00
D2951 Pin retention - per tooth, in addition 10 rESIOTAtION.........ccciueecce e 15.00
D2952 Post and core in addition to crown, indirectly fabriCated™ ... 90.00
D2953 Each additional indirectly fabricated post - SAME t0OL™ ..........c.cueiiieic e 45.00
D2954 Prefabricated post and core in @ddition 10 CrOWN..........cciiiriieie bbb s et sesnnes 80.00
D2955 POSETEIMOVAL.... ettt E bR bbbttt 25.00
D2957 Each additional prefabricated poSt - SAMET00TN .........cciiiicce et 30.00
D2971 Additional procedures to construct new crown under existing partial denture framework® ..o 55.00
D2980 Crown repair necessitated by restorative material failUre™ ............ocoieieieie e nses 25.00
None TEMPOTANY flING ™ ...ttt s sk s s8R Rttt 15.00

Endodontics
D3110 Pulp cap - direct (€XCIUdNG fINAI TESOTAtION)...........ovueieeiririreireir ettt 15.00
D3120 Pulp cap - indirect (excluding final FEStOrAtiON)...........c.eururieireereiee ettt 10.00
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the dentinocemental junction and application

OF MEAICAMENT ... bbb bbb bbbttt s 40.00
D3221 Pulpal debridement, primary and permManentteEth ..........c.cvvcieiiee s 50.00
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final reStoration)............oceeererrreerrirrneeeere e 50.00
D3310 Endodontic therapy, anterior tooth (excluding final reSIOration) ..........cocerieiiieirieriere s nnes 95.00
D3320 Endodontic therapy, bicuspid tooth (excluding final reStoration)(S) ........cceieeerirriirir et naes 200.00
D3330 Endodontic therapy, molar (excluding final reStOration)(S)........covriurrriirers st naes 225.00
D3331 Treatment of root canal obStruction, NON-SUMGICAI ACCESS .........cuiueiiiririiireie bbb 70.00
D3421 Apicoectomy-BiCUSPId (fIFSEFOOL)(S) ... .eveveeeiieriieirisicis ettt 165.00
D3332 Incomplete endodontic therapy, inoperable, unrestorable or fractured t00th ..........c.cieiieri e 150.00
D3333 Internal root repair Of PEMOration AEIECES .........ccieiiece ettt ae st nnes 100.00
D3346 Retreatment of previous root canal therapy - @NEHOI(S) .........cviriiririir bbb 300.00
D3347 Retreatment of previous root canal therapy - DICUSPIA(S) ........cvuiuriiiriiiricrre s 390.00
D3348 Retreatment of previous root canal therapy - MOIAT(S) ...........cviririr e nen 460.00
D3351 Apexification / recalcification - initial visit (apical closure / calcific repair of perforations, root resorption, €tc.).........cccovvevreinreniresircin. 175.00
D3352 Apexification/Recalcification-Interim Medication REPIACEMENT ...........c.oviviueiiiiccce e 175.00
D3353 Apexification/recalcification - final visit (includes completed root canal therapy - apical closure/calcific repair of perforations,

FOOL FESOMPEON, BIC.) vuvvvuiriireiiiet sttt bbbttt 175.00
D3410 ADICOBCIOMY-ANTEIIONS) ..ottt bbb 125.00
D3425 ApICOECIOMY-MOIA (FIFSEFOOL)(S).. v vuvreeiieieiete s 240.00
D3426 Apicoectomy-EaCh @ddItiONal TOOL .............cuiiieriirerce bbb 100.00

Continued On Next Page
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ADA Member

Code** Service Description** Copayment
D3430 Retrograde filiNg = PEI TOOL(S) ...cuvuiuriiieiiieiiee ettt 75.00
D3450 (R0 To 1= 0] o012 o T o T=Y oo | TP 70.00
D3910 Surgical procedure for isolation of tooth With FUDDEN JaM ..........cuviiiriircee s 10.00
D3920 Hemisection (including any root removal), not including root Canal therapy ..........cccciereieciieree e 80.00
D3950 Canal preparation and fitting of performed dOWEI OF POST..........coiriirice e ntes 65.00

Periodontics
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant(S).........coooorereereereerenenirnereneenes 135.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per quadrant(S) ..........ccocvevrrrrinrienieninnnenns 75.00
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded spaces perquadrant ...........ccccccoeuuv.ee. 140.00
D4241 Gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded spaces perquadrant............cccceveeene. 100.00
D4245 ARICAIlY POSIIONEA FIAD cv.vvcvvicticieicie ettt b bbb s bbbttt 145.00
D4249 Clinical crown [engthening = NATAISSUE .........c.iueuieeiiiieiie ettt s s s s bbbt s s s bt n st 120.00
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous teeth or tooth bounded spaces

0L 0 [0 =T o1 ) IR 70.00
D4261 Osseous surgery (including elevation of full thickness flap and closure) - one to three contiguous teeth or tooth bounded spaces

[0LC 01U =T o1 ) TSRS 50.00
D4263 Bone replacement graft - first Sit€ iN QUAATANT ..ottt 160.00
D4264 Bone replacement graft - each additional Site in QUAAIANT ..o nnen 145.00
D4265 Biologic materials to aid in soft and 0SSEOUS tiSSUE FEGENEIALION™...........coveiiieiieieiee et nnas 80.00
D4266 Guided tissue regeneration-resorbable DarmiEr, PEI SItE™ .........coveieiirie et 230.00
D4267 Guided tissue regeneration-nonresorbable barrier, per site (includes membrane removal)............coceveereeenrnierneeeeesses s 240.00
D4270 Pedicle SOft ISSUE Graft PTOCEAUIE ........c.cvuivrieiicireciricss sttt en 265.00
D4271 Free soft tissue graft procedure (inCIUAING AONOT SItE SUTGETY) .....uvuvuirrirricereireieeie ettt 260.00
D4273 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) first tooth, implant, oredentulous

L0010 oty ToT T T - OO 75.00
D4320 Provisional SPlINtiNG - INFACOMONAL...........cuiiiiriieiee bbbttt 80.00
D4275 Non-autogenous connective tissue graft (including recipient site and donor material) first tooth, implant, or edentulous tooth

POSIEION IN QAT ...voietiteieieee bbbt E bttt 320.00
D4321 Provisional SPlINtiNG - XITACOTONAL ...........ceuiueiiieiee bbb bbb bbbttt 75.00
D4341 Periodontal scaling and root planing - four or more teeth per qUAAraNt(S) ..........ccvierierierieree e nnes 75.00
D4342 Periodontal scaling and root planing - one to three teeth per UAArant(S)..........ccoererrrrirrirereee et 35.00
D4355 Full mouth debridement to enable comprehensive evaluation and diagnOSIS(S) ..........c.euevrerireriniiniiernieeee s 50.00
D4381 Localized delivery of antimicrobial agents via a controlled release vehicle into diseased crevicular tissue, pertooth® ............c.ccoovrerrenne. 40.00
D4910 Periodontal MAINEENANCE ........c. iRt R bbbt bbbt 45.00
None Additional periodontal maintenance procedures (limit 2 addiioNal YEArs) ™ ..o 30.00
None Periodontal NYgiENe INSITUCHONS™ ™ ........c.iiiieieecicses ettt ettt No Charge

Removable Prosthodontics (Removable Dentures)
D5110 COMPIEte AENTUIE = MAXIIAIY™ ..ottt s bRttt 295.00
D5120 Complete denture = MANGIDUIAI...........c.ceieieee e s st s s s et s st en st 295.00
D5130 IMMeEdiate AENTUTE = MAXIIIAIY .......cv.iveieieieeiee et s bbbt s ettt s nns 400.00
D5140 Immediate denture - MANGIDUIAI™ ..ottt 400.00
D5211 Maxillary partial denture - resin base (including any conventional clasps, rests andteeth) ..........cccovevirrirnenrcine s 355.00
D5212 Mandibular partial denture - resin base (including any conventional clasps, rests andteeth) ... 335.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests andteeth)* ............

365.00
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests and teeth)* .........

365.00
D5225 Maxillary partial denture - flexible base (including any clasps, rests andteeth)* ... s 700.00
D5226 Mandibular partial denture - flexible base (including any clasps, rests and teeth)*.............corrcnnnece e 700.00
D5281 Removable unilateral partial denture - one piece cast metal (including clasps and teeth) .........cccvvierirrirrcereece s 400.00
D5410 Adjust complete AENTUTE = MAXIIIAY .......c.ceiiirieiie bbb bbbt 15.00
D5411 Adjust complete denture = MANGIDUIAT.........c.ceie bbbt 15.00
D5421 Adjust partial denture - MAXIIAIY ..o bbb bbbttt 15.00
D5422 Adjust partial denture - MANAIDUIAT............cocieiieie e n sttt 15.00
D5510 Repair broken COMPIEte AENTUIE DASE™ .........c.cuiiiiicee et b bbb bbb bbb e 30.00
D5610 REPAIN TESIN AENTUIE DASE™ ........cviiiecieie et s s R e s bRt R bR s st nn s s s s s nnns 35.00
D5620 REPAIT CASE ITAMEWOIK .........ceieiiiececte e b s bbb s bbb s b b s s b b s s bt s e s bbb e bbbt n st b s 35.00
D5630 Repair or replace broken Clasp = PEII00TN™ ..o bbbt s s nnes 35.00
D5640 Replace Droken t8Eh = PEITOOTN™ ...t s ettt st s s nnas 35.00

Continued On Next Page
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ADA Member
Code** Service Description** Copayment
D5650 Add t00th 10 €XIStING PAMIAl AENTUIE ..ot bbbttt 35.00
D5660 Add clasp to existing partial denture = PEI OOt ........c.vciie bbb 55.00
D5670 Replace all teeth and acrylic on cast metal framework (MaXillary)*.........coirririr s 165.00
D5671 Replace all teeth and acrylic on cast metal framework (MandibUIAR) ..o 165.00
D5710 Rebase complete MaXillary DENTUIE™ ............ccuviiiricrcr et b bbb st s nans 195.00
D5711 Rebase complete ManAIbUIAr ENTUIE™ ..........coiiiricc bbb bbb ann 180.00
D5720 Rebase Maxillary Partial QENTUIE™ ..ottt 150.00
D5721 Rebase mandibular PArtial AENTUIE™ .............c.cviiriice ettt bbb bbbt nnans 155.00
D5730 Reline complete maxillary denture (CAIFSIAR)..........euiueiireirieiieiteee bbbt s s nnas 60.00
D5731 Reline complete mandibular denture (ChAIFSIAE) ..........ccviriiiiiciicice e e 60.00
D5740 Reline maxillary partial denture (ChAITSIAE) .........cvvuevieeiieieiiee e s s bbb bbb s naas 60.00
D5741 Reline mandibular partial denture (ChAIFSIAR) ..........ccuiueurieeiieicieesee e s s bbb s s b s s naas 60.00
D5750 Reline complete maxillary denture (IaDOFAIOIY)*..........cvcvirciiiecirieie e s s s s s nas 95.00
D5751 Reline complete mandibular denture (IaDOTAIOTY)* .........covuciieeiciee bbb 95.00
D5760 Reline maxillary partial denture (ID0FAONY)™ ...t nnas 95.00
D5761 Reline mandibular partial denture (IaDOrAtOrY)* .........c.cucieciiicicicse e bbb 95.00
D5810 Interim complete dENTUFE (MAXIIAIY)*........c.oirrieecereeree ettt s sttt s s e e 240.00
D5811 Interim complete denture (MANAIDUIAT) ..ottt se et 240.00
D5820 Interim partial dENtUIE (MAXIIATY) ........c.vrieeieieieireeree ettt s sttt n s s s et 300.00
D5821 Interim partial denture (MANAIDUIAI)™ ...........ceieiece ettt s et s s s nnes 300.00
D5850 TisSUE CONILIONING, MAXIIAMY .......cvieeirieeiiieieeiiee iR s s s st 25.00
D5851 Tissue coNditioning, MANGIDUIAT .............c.iueiiiiiiie bbb bbb bbbt 25.00
D5862 Precision attaChment, DY FEPOM™ ..ottt 145.00
Fixed Prosthodontics (Bridges or Fixed Partial Dentures)
D6210 Pontic - cast high NODIE MELAI* ..ottt sttt 189.00
D6211 Pontic - cast predominantly DASe MELAI® .............o ettt 189.00
D6212 PONEIC = CASENODIE METAIY ...ttt R et n et 189.00
D6240 Pontic - porcelain fused to high NODIE MELAI™ ............ovriicre ettt 189.00
D6241 Pontic - porcelain fused to predominantly Dase MEtal™............coiririnccc s 189.00
D6242 Pontic - porcelain fused t0 NODIE MELAI" ..ottt s 189.00
D6250 Pontic - resin with high NODIE MELAI .............. ittt 189.00
D6251 Pontic - resin with predominantly Base MELAI*..............oou ittt 189.00
D6252 PoNtic - resin With NODIE MELAIT ... 189.00
D6253 Provisional pontic-further treatment or completion of diagnosis necessary prior to finalimpression™.............cvereeneereeeneineeneeseeseeenes 189.00
D6545 Retainer - cast metal for resin bonded fIXed PrOSINESIS™ ..........cvieiiriririirr st nten 140.00
D6600 Retainer inlay - porcelain/Ceramic, tWO SUMACES™..........c.ruruiiriiriieie ettt ettt s sttt s st s st 165.00
D6601 Retainer inlay - porcelain/ceramic, thre€ OF MOTE SUMACES™..........ccvuiuriiiriiiricirises sttt nnen 175.00
D6602 Retainer inlay - cast high noble Metal, tWO SUIACES™ ............cririeecc ettt 165.00
D6603 Retainer inlay - cast high noble metal, three Or MOre SUMACES™ ..o naen 175.00
D6604 Retainer inlay - cast predominantly base metal, tWo SUITACES™ ...........ouiiriiiririre ettt 165.00
D6605 Retainer inlay - cast predominantly base metal, three or MOre SUMACES™ ..o nes 175.00
D6606 Retainer inlay - cast NOble MEtal, tWO SUITACES™...........cu ittt 165.00
D6607 Retainer inlay - cast noble metal, three Or MOIE SUMACES™...........cviiirirircrerer st nnen 175.00
D6608 Retainer onlay - porcelain/CeramicC, tWO SUIACES™ .........ccoiriririiiriiinesissises sttt nnen 165.00
D6609 Retainer onlay - porcelain/ceramic, thre OF MOTE SUMACES™ ........cvuiuriririririiiririess ettt s s 175.00
D6610 Retainer onlay - cast high noble Metal, tWo SUITACES ............cirieieei sttt sttt 165.00
D6611 Retainer onlay - cast high noble metal, three Or MOre SUMACES™ ..o naes 175.00
D6612 Retainer onlay - cast predominantly base metal, tWO SUITACES™ .........c.ou i 165.00
D6613 Retainer onlay - cast predominantly base metal, three or MOre SUMACES™ ..........cveiiririricrce s 175.00
D6614 Retainer onlay - cast noble Metal, tWO SUITACES™ ..o 165.00
D6615 Retainer onlay - cast noble metal, three OF MOTe SUMACES™...........cviiriircr et 175.00
D6710 Retainer crown - indirect resin Dased COMPOSIIE™ ........c.cvviiiucieiriecce ettt b b s s b b sn e snaeaes 100.00
D6720 Retainer crown - resin With high NODIE MELAI™ ..........coviiriice st naen 189.00
D6721 Retainer crown - resin with predominantly base METAI............cviiiri et 189.00
D6722 Retainer crown - resin With NODIE METAI™ ...ttt 189.00
D6740 Retainer Crown = POFCEIAIN/CEIAMICK..............ciueiiiiiee ettt bbb bbbt s bbb e s bbb s bt s s s s b s s s senenas 189.00
D6750 Retainer crown - porcelain fused to high NODIE MELAI™ ..ot 189.00
D6751 Retainer crown - porcelain fused to predominantly Dase Metal™ ... s 189.00
D6752 Retainer crown - porcelain fused t0 NODIE MELAI™ .............coiiuiiiiicce et snaeaes 189.00

Continued On Next Page
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ADA Member

Code™ Service Description** Copayment
D6780 Retainer crown - 3/4 cast high NODIE METAI* ..o nes 189.00
D6781 Retainer crown - 3/4 cast predominantly Dase MELal ..........ccccriiiiricecs e 170.00
D6782 Retainer crown - 3/4 cast NODIE MELAL ..o 170.00
D6783 Retainer Crown - 3/4 POrCEIAIN/CETAMICY ..........ceviuriecieicieiscer sttt b bbb bbb st bbb s et s ann 170.00
D6790 Retainer crown - full cast high NODIE MELAI* ..............cviiiriic e bbb nans 189.00
D6791 Retainer crown - full cast predominantly Dase METAI™ ...........ccuvvieiiriircs bbb nans 189.00
D6792 Retainer crown - full Cast NODIE MELAI™ ..o 189.00
D6794 REt@INET CTOWN = HHEAMIUM™ ..ottt s s R e s £ e ettt en s se et 225.00
D6930 Re-cement or re-bond fixed Partial AENTUIE ............ccueueiiicecce e bbbttt 15.00
D6940 RS LTSI o] (=Y T OSSP 150.00
D6950 PreCiSion @ACRMENT ... bbbt 195.00
D6970 Post and core in addition to fixed partial denture retainer, indirectly fabricated™ ... 150.00
D6972 Prefabricated post and core in addition to fixed partial denture retainer ...........ccccceiieicrcece s 150.00
D6973 Core build up for retainer, INCIUAING @NY PINS ......cviveiieeiiieie e s bbbt bbb st n st 100.00
D6976 Each additional indirectly fabricated post - SAME t0OT™ ..........c.ouiiiie e 75.00
D6977 Each additional prefabricated post - SAMEL00LN ..........cciuiiiciccc et 60.00
D6980 Fixed partial denture rePair, DY FEPOI ..ottt s ettt 45.00
D9120 Fixed partial entUre SECHOMING ... bbb bbb bbbttt 65.00
None Resin bonded bridge PONtIC, PEF UNMIE(*) ... rueerieieiei ettt s st ss sttt sesnn st 235.00
Oral Surgery
D711 Extraction, coronal remnants = AECIAUOUS tOOMN .........c.iiiiiuiiiiciiic ettt b et b s st bese st b s st eb e et ese s seerens 15.00
D7140 Extraction, erupted tooth or exposed root (elevation and/or fOrceps rEMOVA)..........eururureriireerreineee et 15.00
D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section oftooth(S).................... 60.00
D7220 Removal of impacted t00th = SOfLHISSUE(S)......c.ueuieiieirieiee et sesannas 70.00
D7230 Removal of impacted tooth - partially BONY(S)........cceriririririreneee ettt 85.00
D7240 Removal of impacted tooth - COMPIELEIY DONY(S) ...ttt 125.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical COMPIICAHONS(S).........c.ovurivrereimrireririrreneirees s 150.00
D7250 Surgical removal of residual tooth roots (CUttING PrOCEAUIE)(S) ......uverurrrrerrirrireireireeeeis ettt sse s 40.00
D7280 Surgical access Of an UNEIUPIEA T00TN .......uiveiriieiieie bbb et 165.00
D7282 Mobilization of erupted or malpositioned t00th t0 @i EIUPION ......c.vvevieeiicie s 90.00
D7283 Placement of device to facilitate eruption of IMPactedtOOth™ ..o 70.00
D7285 Biopsy of oral tissue - hard (DONE, T00Th).........c.iriieeicccs ettt 70.00
D7286 BIOPSY O OFal fISSUE = SOM......uvuieeieieieie ittt s bR bbbttt n st e ns 20.00
D7288 Brush biopsy - transepithelial SAMPIE COHBCHON ...........ccuiuiiieice e 45.00
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, perquadrant(S) ..........ccceveerererersrreneseseeeeeens 70.00
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, perquadrant ... 80.00
D7287 Exfoliative Cytological SAMPIE COIBCHON ..........cvvueiriieiriieireieiree ettt se st nn st s s snnas 45.00
D7320 Alveoloplasty not in conjunction with extractions -four or more teeth or tooth spaces, perquadrant(S) ..........cccoeererrrrreneneseereres 90.00
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced t00th ...........ccovriirrirircr e 100.00
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, perquadrant ..., 20.00
D7471 Removal of lateral exostosis (Maxilla or MANGIDIE) ..........cceurieirieiieie e nnes 75.00
D7472 REMOVAl Of tOFUS PAIALINUS ........cevieeiiee et bbb s bbb bbb b s 55.00
D7473 Removal Of 10rUS MANIDUIAMIS ..........c.cvuiieiiirei e bRt 55.00
D7485 Surgical reduction Of 0SSEOUS tUDEIOSIEY ..........eeiriuririiriiieieieirieiee ettt s st tes 55.00
D7510 Incision and drainage of abscess - INtraoral SOt ISSUE(S) ......v.vverruriiiriiirieirce sttt 35.00
D7511 Incision and drainage of abscess - intraoral soft tissue - complicated (includes drainage of multiple fascial Spaces)...........cocverereeeereennen. 40.00
D7520 Incision and drainage of absCesSs - EXIra0ral SO HISSUE .........c.iveiiiriiiriciece et 40.00
D7521 Incision and drainage of abscess - extraoral soft tissue - complicated (includes drainage of multiple fascial Spaces)..........cocovvevereerenienen. 40.00
D7910 Suture of recent SMall WOUNGAS UP T0 5 CM ....vuvviuieiieiiieie sttt sttt ten 35.00
D7960 Frenulectomy (frenectomy or frenotomy) - Separate PrOCEAUNE(S) .......ueuiuruiiririeiieiree et 40.00
D7963 FIENMUIOPIASTY ...ttt 50.00
D7970 Excision Of NYPerplastic tISSUE = PEI AICH ........c.iiiieiieiie bbb bbbt 60.00
D7971 EXCISION Of PEICOMONAI GINGIVA ...v.vvrvireeiiiieie ettt ses ettt s et s st s s s s et s bR s b s b s s nn s s s s s nnas 60.00
Emergency Treatment of Pain
D9110 Palliative (emergency) treatment of dental pain - MINOT PrOCEAUE .........c. it 25.00
None Palliative (emergency) service - treatment to evaluate, stabalize, and control pain including local anesthesia when necessary ............cccovuennes

Anesthesia, Analgesia, and Sedation
D9212 Trigeminal diviSion DIOCK @NESINESIA. ........vueuiieiiieieieeiee bbbt No Charge

Continued On Next Page
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ADA Member

Code™ Service Description** Copayment
D9220 Deep sedation/general anesthesia - first 30 MINUEES .......oviuriiiriiiriirs e en 130.00
D9230 Analgesia, anxiolysis, inhalation Of NItFOUS OXIAE...........cceuiueiieiicic bbb bbb ana s 20.00
D9241 Intravenous moderate (conscious) sedation/analgesia - first 30 MINUIES(S)........ccoveuieiieinieee e 100.00
D9242 Intravenous moderate (conscious) sedation/analgesia - each additional 15 MINUIES(S) ........cveeeereereriririrererereeeee e 30.00
D9248 NON-INtravenous (CONSCIOUS) SEABLION .......c.vueviieeiireiiiciseieiiese ettt bbb s b s b s s bbb s bbb bbb s s n s b s s s s nas 15.00
D9610 Therapeutic parenteral drug, Single admMINISrAtioN™ .............coieiieiicie bbb 20.00
D9612 Therapeutic parenteral drugs, two or more administrations, different mediCations™.............cccvevienienenei e 35.00
D9630 Other drugs and/or MediCamENES, DY FEPOM® ..o bbb bbb bbbttt ns 20.00
D9910 Application of deSensitiZiNg MEAICAMENL...........ccoueuieiieiie bbb s bbbt 15.00

This is a sample Member Copayment Schedule only. It is not an Evidence of Coverage. Please see the Group Dental
Service Agreement, Evidence of Coverage, and Copayment Schedule, which determine all rights, benefits, and applicable
limitations and exclusions.

Listed copayments apply only to Plan Providers who perform the corresponding listed services. The Plan Dentist selected
by the Member may not perform all listed services. Plan Specialty Dentists may not perform or offer all services listed.
Availability and participation of Plan Dentists and Plan Specialty Dentists are subject to change.

(S) — Plan Benefits are available for these services when they are provided by a Plan Specialty Dentist.

This dental plan does not provide coverage for pediatric oral health services that satisfies the requirements for “minimum
essential coverage” as defined by the Patient Protection and Affordable Care Act. (“PPACA”).

** Current and prior versions of the Current Dental Terminology (CDT) codes (in the ADA Code column) and descriptors
(in the Service Description column) are copyrighted by the American Dental Association (ADA) and are used by
permission. Current Dental Terminology © 2015 American Dental Association. All rights reserved.

*** Service does not have an American Dental Association Current Dental Terminology code or descriptor.

*More often if medically necessary as determined by attending Plan Dentist.

Continued On Next Page
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2. Orthodontia Services

The dental services listed in the following schedule are covered when provided by a Plan Specialty Dentist. Member
is responsible for paying the amount in the Member Copayment column either at the time the service is received or
in accordance with Plan Specialty Dentist’s billing procedures.

ADA Member

Code** Service Description** Copayment
Orthodontics

None Bracketing (for D8070, D808 OF DBOG0)™ ™ ........cuvueurereirereiriseisiseisesetsessisesei sttt ten 300.00

D8070 Comprehensive orthodontic treatment of the transitional dentition ...............ccceiiiiicieiccce e 2000.00

D8080 Comprehensive orthodontic treatment of the adolescent dentition...............ccccceiiiiieeece e 2000.00
(under 19 years)

D8090 Comprehensive orthodontic treatment of the adUltAENtition ............cccvieiciicrc e 2200.00
(19 years or older)

D8660 Pre-orthodontic treatment examination to monitor growth and developmENt ... s 100.00
(consult/records/exam)

D8680 Orthodontic retention (removal of appliances, construction and placement of FEtAINEI(S)) .......c.ovureueererrereereerrireeee e 250.00

The Orthodontic Copayments listed above only apply during the first 24 months of active treatment and are only
available once per lifetime. After 24 months of active treatment, the above Orthodontic Copayments are no longer
applicable, and the listed services will be provided to the Member at a 25% reduction from the Plan Specialty Dentist’s
normal retail charge. Member is responsible for paying the entire reduced charge either at the time the service is
received or in accordance with Plan Specialty Dentist’s billing procedures.

This is a sample schedule only. It is not an Evidence of Coverage. Please see the Group Dental Service Agreement,
Evidence of Coverage, and Copayment Schedule, which determine all rights, benefits, and applicable limitations and
exclusions.

Listed copayments apply only to Plan Specialty Dentists who perform the corresponding listed services. Plan Specialty
Dentists may not perform or offer all services listed. Availability and participation of Plan Specialty Dentists are subject to
change.

** Current and prior versions of the Current Dental Terminology (CDT) codes (in the ADA Code column) and descriptors
(in the Service Description column) are copyrighted by the American Dental Association (ADA) and are used by
permission. Current Dental Terminology © 2015 American Dental Association. All rights reserved.

*** Service does not have an American Dental Association Current Dental Terminology code or descriptor.
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3. Non-Plan Specialty Dentist Services
The dental services listed in the following schedule are covered when provided by a Non-Plan Specialty Dentist.
Except for benefits for Medically Necessary Services and Emergency Services as specifically stated inthe
MEDICALLY NECESSARY AND EMERGENCY SERVICES Atrticle of the Evidence of Coverage, Member is
responsible for paying the Non-Plan Specialty Dentist’s entire normal retail charge for the service at the time the
service is received or in accordance with the Non-Plan Specialty Dentist’s billing procedures. Member may then
submit a completed claim form, with the itemized bill attached, to Company. (Member may obtain claim forms by
contacting Company.) Company will pay Member the lesser of the amount shown in the Maximum Company
Reimbursement column or the amount charged by the Non-Plan Specialty Dentist for the service. Plan Benefit
payments for services by Non-Plan Specialty Dentists are limited to a total of $2,000.00 per calendar year.
ADA Maximum Company
Code** Service Description* Reimbursement
Endodontics
D3320 Endodontic therapy, bicuspid tooth (excluding final FESLOration) ..........cccvieiiieiieieiecsec st 415.00
D3330 Endodontic therapy, molar (excluding final FESTOrAtioN) ............c.cueieiririeicircr ettt 630.00
D3421 ApICOECtOMY-BICUSPIA (fIFSEIOOL). ... .vueeececeecieiieie sttt ettt 530.00
D3346 Retreatment of previous root canal therapy = GNEEIION............c.ruiriririee ettt 280.00
D3347 Retreatment of previous root canal therapy = DICUSPIA............ccuieieiieiiesee s 420.00
D3348 Retreatment of previous root Canal thEraPY = MOIAI ..ottt ss st nen 445.00
D3410 AADICOBCIOMY-ANTEIION ...ttt bbb bbbttt 475.00
D3425 APICOECIOMY-MOIAT (fIFSEFOOL) ...vvvveireecereeecie sttt sttt 495.00
D3430 REtrograde filiNg = PEI TOOL ... ittt bRttt 135.00
Periodontics
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant ... 405.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces perquadrant.............c.ccerereenineineenenineens 110.00
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous teeth or tooth bounded spaces
LU= = L RPN 550.00
D4261 Osseous surgery (including elevation of full thickness flap and closure) - one to three contiguous teeth or tooth bounded spaces
ST 0 U= 0 = TSR 180.00
D4341 Periodontal scaling and root planing - four or more teeth Per QUAAIANE.............cceierrirrerc ettt sen 135.00
D4342 Periodontal scaling and root planing - one to three teeth perquadrant ..o e 110.00
D4355 Full mouth debridement to enable comprehensive evaluation and diagNOSIS............cciueieiieiieie s
Oral Surgery
D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section oftooth ....................... 155.00
D7220 Removal of impacted t00th = SO HISSUE ........vueuieeiiieiie et 175.00
D7230 Removal of impacted tooth - Partially DONY ...t 220.00
D7240 Removal of impacted tooth - COMPIELEIY DONY ........cueiieeiieccce st 240.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical COMPIICALIONS ...........cocuiurierieeiciere s 280.00
D7250 Surgical removal of residual tooth roots (CUtiNG PrOCEAUIE)...........eueuiueiriecie et nsesnnes 160.00
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, perquadrant..........c.ccoevreririerrnsrsnsneeeeeseees 195.00
D7320 Alveoloplasty not in conjunction with extractions -four or more teeth or tooth spaces, perquadrant .............ccccoeeereerieniensensesseneens 195.00
D7510 Incision and drainage of absCess - INLra0ral SOMLHISSUE .........c.ovuriurierieeieiecier ettt ettt 130.00
D7960 Frenulectomy (frenectomy or frenotomy) - SEPArate PrOCEAUIE. ..o ittt sttt snen 205.00
Anesthesia, Analgesia, and Sedation
D9241 Intravenous moderate (conscious) sedation/analgesia - first 30 MINULES .........ccovevrirerieieeice e 175.00
D9242 Intravenous moderate (conscious) sedation/analgesia - each additional 15 MINUEES ..o s

Plan Benefits are not available for any service that is both (a) received from a Non-Plan Specialty Dentist and
(b) not listed on the Plan Benefit Schedule above. (Note: Plan Benefits are not available for Orthodontic services
provided by a Non-Plan Specialty Dentist.

**Current and prior versions of the Current Dental Terminology (CDT) codes (in the ADA Code column) and
descriptors (in the Service Description column) are copyrighted by the American Dental Association (ADA) and are
used by permission. Current Dental Terminology © 2015 American Dental Association. All rights reserved.
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Learn more about the DHMO
dental plan being offered to you!

Your employer is offering you an attractive DHMO
dental plan. This Q&A will help provide you more
information about the plan being offered to you.

What is a DHMO plan?

With a DHMO plan you pay a monthly prepayment fee
plus you pay reduced fees called “copayments” for dental
services provided. To receive the reduced fees you must
use a Plan Dentist selected at the time of enrollment.

What are copayments and where can | locate the
copayment schedule?

A copayment is the set fee that you pay to the Plan Dentist
at the time of treatment for covered services that are
being performed.

The copayment schedule is a listing of covered services
and copayments for your plan. The schedule is included
in the Evidence of Coverage. It is helpful to bring your
copayment schedule to your dental appointment.

How do | select a Plan Dentist?

You can find a dentist in the DHMO Dental Series Provider

Network by visiting
www.sunlife.com/findadentist. Under “DHMO or Prepaid
Dental Plan?” select your state and plan. Note that your
Plan Dentist must be a general dentist, not a specialty
dentist.

How long does it take to appear on the patient
list/roster of my Plan Dentist that | select at time of
enrollment?

If we receive your Plan Dentist selection by the 20th of
the month, you will appear on the roster the 1st of the next
month. If we receive the selection after the 20th, you
will appear on the roster the 1st day of the second
following month. If you are not listed on the roster, please
contact us at 800.443.2995.

BDC-A-QA-UDC TX
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How will the Plan Dentist know | am a patient?

The Plan Dentist receives a patient listing, called a roster,
from Sun Life Financial each month that includes all
members who have chosen that individual as their dentist.

Please confirm at the time of making your appointment
with the Plan Dentist that you are on the provider’s roster.

Can | change my Plan Dentist?

Yes, you can. To change your Plan Dentist, contact
Customer Service at 800.443.2995.

What if | choose to see a dentist other than my
selected Plan Dentist?

The costs will not be covered by your dental plan and you
will be responsible for the full payment to the dentist. This
is why it is important for you to seek treatment from your
selected Plan Dentist.

If | have a dental emergency, do | need to see my
Plan Dentist?

First, contact your Plan Dentist to make an appointment.
If your Plan Dentist is unable to see you, you may seek
treatment from any licensed dentist in the United States.

Please be informed that the emergency benefit in  your
plan only covers procedures administered in a dentist’s
office or comparable facility to evaluate and stabilize
conditions that are Dental Emergencies, as specified
(with a description of benefits payable) in the Evidence
of Coverage.

If | need to see a specialty dentist, how do |1 go about
finding a Plan Specialty Dentist in my area?

You may find a list of Plan Specialty Dentists by looking
in the plan network directory, visiting the web site at
www.sunlife.com/findadentist or calling 800.443.2995 for
assistance. No referrals are necessary from your Plan
Dentist to seek treatment from a Plan Specialty Dentist.

What if | lose my Dental ID card or have a question
about my plan?

Contact Customer Service by calling 800.443.2995.
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Limitations & Exclusions
Termination

Pre-existing Conditions

Limitations and exclusions apply with respect to the Member’s oral conditions without regard to whether or not such
conditions existed before the effective date of the Member’s enroliment.

Limitations and Exclusions
Plan Benefits are not available for:

1.

10.
11.
12.
13.

14.

Any services not specifically described in the Copayment Schedule (including but not limited to any hospital or
outpatient care facility cost associated with any dental service).

Any part of any dental service for which a charge is incurred before the effective date of the Member’s enroliment.
Any dental service initiated (a) before the effective date of Member’s enroliment for Plan Benefits except as provided
in the ORTHODONTIC TREATMENT Article of the Evidence of Coverage or (b) after Member’s enrollment for Plan
Benefits ends.

Services provided by Non-Plan Providers unless (a) for services of Non-Plan Specialty Dentists as specifically provided
in the SPECIALTY DENTIST SERVICES section of the Copayment Schedule or (b) for Medically Necessary Services
and Emergency Services as specifically provided in the MEDICALLY NECESSARY AND EMERGENCY
PROCEDURES Atrticle of the Evidence of Coverage.

Replacement of bridgework, dentures or other fixed or removable appliances unless (a) at least five years have
elapsed since such appliance was provided as a Plan Benefit, or (b) during that five-year period, appliance becomes
unusable and cannot be made usable due to the Member’s iliness or an accident involving damage to the appliance
while it is in use.

Replacement of dentures or other removable appliances due to (a) damage while not in use or (b) loss or theft.

Oral reconstruction using fixed bridgework or other fixed appliances if the overall treatment plan to achieve complete
oral reconstruction involves the replacement of six or more teeth (whether those teeth are missing before treatment
begins or are extracted as part of the overall treatment plan).

Implants or any related implant appliances, or surgery for the insertion of implants or any related implant appliances,
whether fixed or removable.

Surgical removal of implants or implant appliances, or any surgical or non-surgical services to adjust, repair, replace,
or treat any problem related to an existing implant or implant appliance, whether fixed or removable.

Restorations or splints used to increase vertical dimension, restore occlusion, or replace or stabilize tooth structure
lost by attrition.

Orthodontic treatment involving therapy for myofunctional problems, TMJ (temporomandibular joint) dysfunctions,
micrognathia, macroglossia, cleft palate or other growth and developmental abnormalities.

Orthodontic treatment associated with orthognathic surgery, whether the treatment precedes or follows the surgery.
Extractions of third molars (wisdom teeth) that are not symptomatic, whether or not the extractions follow the
completion of orthodontic treatment. Examples of symptomatic conditions include decay, odontogenic cysts, chronic
pericoronitis and infection.

Treatment of malignancies, neoplasms or cysts, including but not limited to biopsies.

Orthodontic Extractions

Extractions by a Plan Provider for solely orthodontic purposes are not subject to the fixed Copayments shown for
extractions in the Copayment Schedule. Instead, such extractions are subject to charges reflecting a 25% reduction from
that Plan Provider's normal retail charges for such extractions.

Termination
The Member’s enrollment can be terminated as stated in the TERMINATION article of the Evidence of Coverage.
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GROUP ENROLLMENT FORM
PLEASE PRINT CLEARLY IN BLUE OR BLACKINK

Group Name  City of Frisco Group Number Effective Date
/ /
¢ lapplyforthefollowing coverage for myself and dependents, as listed.
HMO Plan
$ 189
Employee First Name MI Last Name ® M Date of Birth Facility ID #
s F / /
Employee Street Address City State Zip Employee Social Security Number
Home Phone Work Phone Division/Department/Class Date of Hire

( ) ( ) / /

Dependents to be included for coverage:

First Name MI Last Name (if different) Relationship Sex Date of Birth Facility ID#
Spouse e M

s F / /
Child(ren) ® M

S F / /

M

S F / /

M

S F / /

Check any boxes that apply and follow instructions.

¢ Areyoucovering more thanthree children? Please continuelisting onadditional Enroliment Forms.

¢ Isthe address of any child different than the member’'s? Show that child’s name & address on the back of this form.

$ Areyourequesting coverage for a dependent child other than a son or daughter? Forward legal custody paper.

¢ Areyourequesting coverage for dependent child over age 25? Furnish proof ofincapacity within 31 days of the Effective Date.

¢ Check this box if you have a disability affecting your ability to communicate orread. Please
indicate your primary language by placingacheckinthe appropriate box: ¢ English ¢ Spanish ¢ Other

¢ lelectnottohave coveragefor myself or my dependents and lhereby waive coverage under the above mentioned plans.

Signature: Date:_

To the best of my knowledge and belief, each of the statements and answers supplied in this form is complete and true, and they
constitute the sole basis for, and are the inducement for, the issuance of any coverage. Please read the following and sign below.

The HMO Plan is provided by United Dental Care of Texas, Inc. and administered by Union Security Insurance Company.

I hereby apply for membership in this dental Plan for myself and for any eligible dependents listed above. | authorize the Group named
above to make deductions, if any, required as my contribution. | agree, for myself and for any eligible dependents listed, to abide by
the rules and regulations of the Plan and the terms and conditions of the Group Dental Service Agreement. | authorize any licensed
dentist, physician, hospital or other health care provider to furnish United Dental Care of Texas, Inc., Union Security Insurance
Company, and their affiliated dental companies with any required dental or medical information, as permitted by law about myself and
any eligible dependents listed. | represent the information provided is true and correct to the best of my knowledge. | further
understand that my coverage and benefits may be affected by failure to provide complete and accurate information. | will promptly
advise the Plan and my Group of any changes in this information. The authorization is not governed by HIPAA, however, when
necessary, | may be asked to execute a HIPAA authorization form, allowing United Dental Care of Texas, Inc., Union Security
Insurance Company, and their affiliated dental companies to use and disclose protected health information. IMPORTANT WARNING:
It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of benefits.

Signature: Date:_

BDC-ENR-TX KC4125BTX (2/2010)




