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Overview 
The Ameriprise Financial Dental Plan (the “Plan”) encourages good dental health by reimbursing a 
percentage of the cost for routine services like check-ups, cleanings and X-rays, without a Deductible. 
You will also have a level of coverage when you need basic and major dental care, like fillings, crowns 
and orthodontics – for both adults and children. 
 
You may have a choice of up to three Plan options based on your home zip code – the Traditional 
Option, the Routine Option or the Dental Health Maintenance Organization (DHMO) Option. Your level 
of coverage depends on the option you select. 
 

Participation and Cost 
Eligibility, enrollment, when coverage begins and when coverage ends are outlined in the Health and 
Wellness Benefits Plans Administration and Participation Summary Plan Description.  
 
You and the company share the cost of your dental coverage. For additional cost information, see the 
Cost section in the Health & Wellness Benefits Plans Administration & Participation Summary Plan 
Description.  
 

Summary of Benefits – Traditional and Routine Options 

The Traditional Option 
The Traditional Option provides you with comprehensive coverage and the flexibility to see any 
licensed dentist you choose. This Plan option is administered by Delta Dental.  
 
When you use one of the more than 150,000 dentists participating in the Delta Dental Premier® 
Network or one of nearly 110,000 Delta Dental PPOSM dentists, your costs are usually reduced 
because the dentists have agreed to accept Delta Dental’s applicable Maximum Plan Allowances, or 
their actual charge, whichever is less (the “Allowed Amount”), as payment in full for covered services. 
You will not be responsible for amounts billed above the applicable Allowed Amount (except for any 
applicable Deductible and/or Coinsurance amounts) when using a Delta Dental dentist. Plus, when 
you use a Delta Dental dentist, you do not need to complete claim forms. 
 
You may be responsible for submitting claim forms to Delta Dental if you use a Non-Participating 
Dentist (see section Filing a Claim in this Summary Plan Description (SPD)). 

The Routine Option  
The Routine Option provides you with routine coverage and the flexibility to see any licensed dentist 
you choose. This Plan option is administered by Delta Dental.  
 
When you use one of the more than 150,000 dentists participating in the Delta Dental Premier 
Network or one of the nearly 110,000 Delta Dental PPO dentists, your costs are usually reduced 
because the providers have agreed to accept Delta Dental’s applicable Maximum Plan Allowance, or 
their actual charge, whichever is less (the “Allowed Amount”), as payment in full for covered services. 
You will not be responsible for amounts billed above the applicable Allowed Amount (except for any 
applicable Deductible and/or Coinsurance amounts) when using a Delta Dental dentist. Plus, when 
you use a Delta Dental dentist, you do not need to complete claim forms. 
 
You may be responsible for submitting claim forms to Delta Dental if you use a Non-Participating 
Dentist (see section Filing a Claim in this SPD). 
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The Traditional Option and the Routine Option pay benefits toward covered expenses, up to the 
Allowed Amount. The chart below summarizes your benefits under each option. 
 
Traditional Option 
Plan Feature Benefit Level 
Annual Deductible Amount** Individual: $50 

Family: $100 
Preventive/Diagnostic services 
(e.g., check-ups (four in any calendar year***), cleanings 
(four in any calendar year***), bitewing X-rays (twice in any 
calendar year), oral hygiene instruction, periodontal 
prophylaxes (four in any calendar year***), sealants (to age 
16 on all permanent teeth), space maintainers to age 14, 
fluoride treatment (to age 19, four in any calendar year***), 
etc.) 

Plan pays 100%* 
 

Basic services 
(e.g., fillings, extractions, periodontics, endodontics, oral 
surgery, posterior composites, etc.) 

Plan pays 80%* after Deductible;  
you pay 20%* 

Major Services 
(e.g., inlays, onlays, crowns, prosthodontics, TMJ treatment, 
implants, harmful habit appliances, etc.) 

Plan pays 50%* after Deductible;  
you pay 50%* 

TMJ treatment and harmful habit appliances Plan pays 50%* after Deductible;  
you pay 50%* 

Annual Individual Maximum Benefit**** $1,750 
Orthodontics (adults and children to age 26) 50%* coverage, $1,500 Lifetime 

Maximum  
(not included in Annual Individual 
Maximum) 

Pregnancy Benefit Includes additional oral examination 
and choice of: additional cleaning, 
additional periodontal scaling/root 
planning, or additional periodontal 
maintenance procedure. 

 
Routine Option 
Plan Feature Benefit Level 
Annual Deductible Amount** Individual: $100 

Family: $200 
Preventive/Diagnostic services 
(e.g., check-ups (four in any calendar year***), cleanings (four 
in any calendar year***), bitewing X-rays (twice in any 
calendar year), oral hygiene instruction, periodontal 
prophylaxes (four in any calendar year***), sealants (to age 
16 on all permanent teeth), space maintainers to age 14, 
fluoride treatment (to age 19, four in any calendar year***), 
etc.) 

Plan pays 100%* 

Basic Services 
(e.g., fillings, extractions, periodontics, endodontics, oral 
surgery, posterior composites, etc.) 

Plan pays 50%* after Deductible;  
you pay 50%* 

TMJ treatment and harmful habit appliances Plan pays 50%* after Deductible;  
you pay 50%* 

Annual Individual Maximum Benefit**** $1,750 
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Pregnancy Benefit Includes additional oral examination 
and choice of: additional cleaning, 
additional periodontal scaling/root 
planning, or additional periodontal 
maintenance procedure. 

*Percentage is based on Delta Dental’s applicable Maximum Plan Allowance or the dentist’s fee, 
whichever is less (the “Allowed Amount”). The Delta Dental payment under the Plan, plus your 
payment, equals the Allowed Amount, which is accepted by Delta Dental Network Dentists as full 
payment. Network Dentists are paid directly by Delta Dental and by agreement cannot bill you more 
than the applicable Coinsurance, Deductible or charges where maximums have been exceeded for 
covered services. By selecting a Network Dentist, you usually limit your out-of-pocket costs. For 
services performed by Non-Participating Dentists, Delta Dental sends the benefit payment directly to 
you. You are responsible for paying the Non-Participating Dentist’s total fee, which may include 
amounts in addition to your share of the Allowed Amount. Out-of-pocket costs may also include 
applicable Coinsurance, Deductibles, charges where maximums have been exceeded, and services 
not covered by the Group Dental Service Contract. 
 
**A Deductible does not apply to preventive, diagnostic services, sealants, oral hygiene instruction, 
harmful habit appliances, periodontal cleanings or orthodontics (if applicable).  
 
***Total number of prophylaxis and exams, including four fluoride treatments, in any combination of 
either routine or periodontal prophylaxis, for a given calendar year, shall not exceed four. 
 
****The Annual Individual Maximum Benefit is not reduced or impacted by preventive, diagnostic 
services, sealants, oral hygiene instruction, or periodontal maintenance cleanings.  These services are 
benefited regardless of monies remaining in one’s Annual Individual Maximum Benefit Balance. 
 
If you were a participant in the American Express Dental Plan on the date of the spin-off of Ameriprise 
Financial, Inc. from American Express Company, new lifetime and annual benefit maximums apply to 
you under the Ameriprise Financial Dental Plan. 

Your ID Card 
Shortly after you enroll for the first time in either the Traditional or Routine Option, you will receive an 
ID card. You do not need to present your ID card to receive care. The dentist’s office will call Delta 
Dental prior to providing services to verify eligibility. You may also print an ID card from Delta Dental’s 
website at deltadentalins.com after logging into your account through online services. 

Selecting a provider 
With the Traditional or Routine Option, you can use any dentist. You can choose a dentist from either 
the Delta Dental Premier or Delta Dental PPO networks, or a dentist who does not participate in either 
network. Your choice of dentist determines the amount you will pay out-of-pocket. 
 
For information about Network Dentists in your area, contact Delta Dental at 1.800.932.0783 and 
request a provider list or visit Delta Dental’s web site at deltadentalins.com.  

When you use Delta Dental Dentists 
Delta Dental PPO Dentists are paid a percentage of the Delta Dental PPO Maximum Plan Allowance by 
Delta Dental and will accept the PPO Allowed Amount as payment in full for covered services. 
Coinsurance may be required on your part. Deductibles may also apply. Delta Dental Premier Dentists 
are paid a percentage of the Delta Dental Premier Maximum Plan Allowance (a slightly higher 
allowance) by Delta Dental and will accept the Delta Dental Premier Allowed Amount as payment in full 
for covered services. Coinsurance may be required on your part. Deductibles may also apply.  
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In addition, when you receive care from a Delta Dental Dentist, you: 
• Do not need to complete or file a claim form – your dentist will submit your claim to Delta 

Dental and receive applicable payments directly 
• Have no unexpected expenses for covered services 
• Likely will have lower out-of-pocket expenses 

When you use Non-Participating Dentists 
For services you receive from a dentist not participating in the Delta Dental Premier or Delta Dental 
PPO networks, Delta Dental reimburses a percentage of the Delta Dental Premier Maximum Plan 
Allowance. Non-participating providers do not have a contract with Delta Dental and are not required 
to accept Delta Dental’s Premier Maximum Plan Allowance as payment in full. Delta Dental sends its 
payment to you. You are responsible for the Non-Participating Dentist’s total charges, including 
applicable Co-payments and Deductibles, without limit by Delta Dental. 
 
If you receive care from a Non-Participating Dentist, you: 

• May have to file a claim for reimbursement 
• Are responsible for any charges in excess of Delta Dental’s payment for out-of-network 

services 
• Likely will have the most out-of-pocket expense 

 
The following examples compare how the Plan pays benefits when you use Network Dentists and Non-
Participating Dentists. 
 
The Traditional Option 
Example of Fee Charged Delta Dental 

PPO Dentist 
Delta Dental 
Premier Dentist 

Non-Participating 
Dentist 

Extraction  $120 $120 $120 
Sample of Delta Dental’s Maximum 
Plan Allowance 

$80 $100 $100 

Delta Dental payment % 80% 80% 80% 
Delta Dental payment amount $64 $80 $80 
Patient payment $16 

($80 - $64 =) 
$20 
($100 - $80 =) 

$40 
($120 - $80 =) 

 
The Routine Option 
Example of Fee Charged Delta Dental  

PPO Dentist 
Delta Dental 
Premier Dentist 

Non-Participating 
Dentist 

Extraction  $120 $120 $120 
Sample of Delta Dental’s Maximum 
Plan Allowance 

$80 $100 $100 

Delta Dental Payment % 50% 50% 50% 
Delta Dental Payment amount $40 $50 $50 
Patient payment $40 

($80 - $40 =) 
$50 
($100 - $50 =) 

$70 
($120 - $50 =) 

 

Pre-treatment 
Under the Traditional or Routine Options, before receiving any dental treatment that is expected to 
cost more than $300, it is recommended that you complete a pre-treatment estimate. 
 
You and your dentist should submit a completed claim form to Delta Dental, available from your 
attending dentist or from Delta Dental’s web site, deltadentalins.com, outlining the proposed 
treatment. Delta Dental will determine how much of the proposed treatment is covered and estimate 
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the amount of payment. A statement will then be sent to you and your dentist estimating the amount 
of Delta Dental’s payment and the amount that you will owe. 
 
These estimates are subject to Deductibles, Coinsurance, annual maximums and Lifetime Maximums. 
Actual payment may differ from the estimate. Estimates are also subject to your continuing eligibility 
and the Plan remaining in effect. 
 
If claims for other completed dental services are received prior to the completion date of the proposed 
treatment, the estimated payment charge may be different for the proposed treatment due to the 
Deductibles and maximums being met.  
 
 

Alternative treatment options 
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. 
When the proposed treatment is more costly than other professionally accepted methods, payment 
under the Plan may be based on a less costly method of treatment. Of course, you and your dentist 
would still be free to choose the more costly treatment method, but you would be responsible for any 
additional charges above the applicable payment for the less costly method of treatment. 
 
 

Annual Deductible  

Traditional Option 
Each year, you must pay for a certain amount of covered dental expenses before the Plan pays any 
benefits for basic services and major services. This expense is your Deductible amount. 
 
The amount credited to your Deductible will be based on the Maximum Plan Allowance for the dental 
service. It is not necessarily the amount you paid your dentist. In addition, it is not related to the 
Ameriprise Financial Medical Plan (the “Medical Plan”) annual Deductible amount. 
 
If individual coverage is elected, a $50 Deductible must be satisfied before the Plan pays benefits. If 
family coverage is elected, the total Deductible is $100.  
 
To encourage good dental hygiene, preventive and diagnostic services (including sealants, oral 
hygiene instruction and periodontic cleanings) are covered without a Deductible amount under the 
Traditional Option. Orthodontics is also exempt from the annual Deductible. 
 

Routine Option 
Each year, you must pay for a certain amount of covered dental expenses before the Plan pays any 
benefits for basic services. This expense is your Deductible amount. 
 
The amount credited to your Deductible will be based on the Maximum Plan Allowance for the dental 
service. It is not necessarily the amount you paid your dentist. In addition, it is not related to the 
Medical Plan annual Deductible amount. 
 
If individual coverage is elected, a $100 Deductible must be satisfied before the Plan pays benefits. If 
family coverage is elected, the total Deductible is $200.  
 
To encourage good dental hygiene, preventive and diagnostic services (including sealants, oral 
hygiene instruction and periodontic cleanings) are covered without a Deductible amount under the 
Routine Option. 
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Annual maximum benefit 
Under the Traditional or Routine Options, the annual maximum benefit payable by Delta Dental in one 
calendar year (January 1 – December 31) is $1,750 per member, as shown in the Summary of 
Benefits chart in this SPD. 
 
Under the Traditional Option, the Lifetime Maximum for orthodontia is $1,500 per member. Delta 
Dental will pay half of its orthodontic payment up front, at the time of banding. The remaining half will 
be paid one year later. You must remain in the Traditional Plan to receive the second payment in year 
two even if services are complete. If the treatment time is 12 months or less, Delta Dental’s 
orthodontic payment will be paid as a lump sum at the beginning of the orthodontic treatment. If 
treatment began prior to the enrollee becoming eligible with Delta Dental, any payments made by a 
previous dental carrier will be applied to the enrollee’s lifetime orthodontic maximum. 
 
 

Covered services 
The following summary is an overview of services for which benefits are available under the Plan. If 
you have specific questions, call Delta Dental at 1.800.932.0783. 
 

Traditional Option 
Preventive/Diagnostic Services How Often 
Oral Examinations Four within the calendar year.* 
Cleaning and scaling teeth 
(prophylaxis) 

Total number of prophylaxes in a calendar year, in any 
combination of either routine or periodontal, shall not exceed 
four (4).* 

Fluoride applications  Four every calendar year for covered participants under age 
19.* 

Bitewing X-rays  Two within a calendar year. 
Full mouth series or panoramic X-
rays 

Once in any three-year period. 

Intra-oral periapical X-rays Eight individual films per 12-month period. 
Space maintainers To age 14 – limited to once per tooth within a 5-year period 
Sealants Covered to age 16, once in any 36-month period on all 

permanent teeth.  
Emergency treatment Covered for relief of pain 
Oral Hygiene Instruction Once per lifetime. 
Basic Services Benefits 
Fillings Covered if necessary to restore the structure of teeth that have 

been broken down by tooth decay or fracture when restored 
with plastic or composite resin restorations (silver or white). 

Endodontics Covered for necessary endodontic treatment such as root canal 
procedures and pulpal therapy. 

Periodontics Covered for surgical treatment of the gums and bone 
supporting the teeth; covered for non-surgical treatment of gum 
disease. 

Oral Surgery Covered procedures include surgical and non-surgical 
extractions for tooth removal, including pre- and post-operative 
care and routine surgery.  

IV Sedation Covered in conjunction with covered oral surgery procedures. 
Major Services Benefits 
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Major Restorative Covered to restore lost tooth structure as a result of tooth 
decay or fracture. Crowns, inlays and onlays are covered when 
teeth cannot be restored with a filling material. Crowns, inlays 
and onlays are a benefit once in a five-year period. 

Prosthodontics Covered procedures include bridges, partial dentures, or full 
dentures to replace missing or extracted permanent teeth (not 
an initial installation to replace teeth missing before coverage 
began). Benefits are limited to the commonly performed 
method of tooth replacement. Also covered are repairs and 
adjustments to prosthetic appliances. Replacement of 
prosthetic appliances is a benefit once in a five-year period, 
irrespective of who provided previous devices. Replacement of 
lost, misplaced, or stolen appliances is not covered. Coverage 
is not provided for an existing denture with a bridge. 

TMJ Reversible procedures for treatment of temporomandibular 
joint dysfunctions 

Implants Appliances placed into bone serving as prosthodontic 
abutments 

Orthodontics Benefits 
Orthodontics Procedures for straightening teeth. Orthodontics is a benefit for 

eligible employees, spouse, and dependent children to age 
twenty-six (26). 

*Total number of prophylaxis and exams, including four fluoride treatments, in any combination of 
either routine or periodontal prophylaxis, for a given calendar year, shall not exceed four. 

 
Routine Option 
Preventive/Diagnostic Services How Often 
Oral Examinations  Four within the calendar year.* 
Cleaning and scaling teeth 
(prophylaxis) 

Total number of prophylaxes in a calendar year, in any 
combination of either routine or periodontal, shall not exceed 
four (4).* 

Fluoride applications Four every calendar year for covered participants under age 
19.* 

Bitewing X-rays Two within a calendar year. 
Full mouth series or panoramic X-
rays 

Once in any 3-year period. 

Intra-oral periapical X-rays Eight individual films per 12-month period. 
Space maintainers To age 14 – limited to once per tooth within a 5-year period 
Sealants Covered to age 16, once in any 36-month period on all 

permanent teeth. 
Emergency treatment Covered for relief of pain 
Oral Hygiene Instruction Once per lifetime. 
Basic Services Benefits 
Fillings Covered if necessary to restore the structure of teeth that have 

been broken down by tooth decay or fracture when restored with 
amalgam or composite resin restorations (silver or white). 

Endodontics Covered for necessary endodontic treatment such as root canal 
procedures and pulpal therapy. 

Periodontics Covered for surgical and non-surgical treatment of the gums and 
bone supporting the teeth; covered for treatment of gum 
disease. 
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Oral Surgery Covered procedures include surgical and non-surgical 
extractions for tooth removal, including pre- and post-operative 
care and routine surgery. Alveolectomy and alveoplasty are 
covered when necessary to prepare for dentures.  

IV Sedation Covered in conjunction with covered oral surgery procedures. 
TMJ Benefits 
TMJ Reversible procedures for treatment of temporomandibular joint 

dysfunctions 
*Total number of prophylaxis and exams, including four fluoride treatments, in any combination of 
either routine or periodontal prophylaxis, for a given calendar year, shall not exceed four. 

 
Services not covered 

Traditional Option 
Like most dental plans, the Traditional Option does not cover certain services. These include (but are 
not limited to) the following: 

• Accidental dental injuries (treatment to repair or restore damage done to sound, natural teeth 
as a result of an accidental injury) 

• Any service that is not specifically listed under the section Covered services in this SPD. 
• Athletic mouth guards 
• Charges resulting from a broken appointment  
• Corrections of congenital conditions except for covered dependent children or newborn 

dependent children eligible at birth  
• Dental procedures, appliances or restorations that are necessary to alter, restore or maintain 

occlusion, including but not limited to increasing vertical dimension, replacing or stabilizing 
tooth structure lost by attrition, realignment of teeth, periodontal splinting and gnathologic 
recordings 

• Dental procedures performed for purely cosmetic purposes 
• Dental procedures performed other than by a licensed dentist and his or her employees or 

agents 
• Dental services that a covered person would be entitled to receive for a nominal charge or 

without charge if the Plan were not in force under any Workers’ Compensation law, federal 
Medicare program or federal Veterans Administration program (if a covered person receives a 
bill or direct charge for dental services under any government program, this exclusion does 
not apply) 

• Direct diagnostic, surgical or non-surgical treatment procedures applied to body joints or 
muscles, except as provided under oral surgery 

• Charges for dental procedures that were in progress or completed prior to the date the 
covered person enrolled for Plan coverage (does not apply to newly adopted children) or after 
coverage ended 

• Services of anaesthesiologists 
• Hospital charges 
• Lost, misplaced or stolen dentures or other prosthetic appliances  
• New dental techniques or procedures, unless there is, to the satisfaction of Delta Dental, an 

established scientific basis for recommendation 
• Occlusal analysis 
• Prescription drugs, pre-medications, and relative analgesia 
• Temporary procedures 
• Treatment that is not Dentally Necessary, as determined by Delta Dental 
• Veneers (bonding of coverings to the teeth) 
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• Plaque control problems 
• Equilibration 
• General anesthesia, except with covered oral surgery procedures of one or more simple 

extractions and/or with surgical extractions for patients under age 19; and except with three 
or more simple extractions and/or surgical extractions for patients age 19 and over. 

• Experimental procedures. 
 

Routine Option 
Like most dental plans, the Routine Option does not cover certain services. These include (but are not 
limited to) the following: 

• Accidental dental injuries (treatment to repair or restore damage done to sound, natural teeth 
as a result of an accidental injury) 

• Any service that is not specifically listed under the section Covered services in this SPD.  
• Athletic mouth guards 
• Charges resulting from a broken appointment 
• Corrections of congenital conditions except for covered dependent children or newborn 

children eligible at birth 
• Dental procedures, appliances or restorations that are necessary to alter, restore or maintain 

occlusion, including but not limited to increasing vertical dimension, replacing or stabilizing 
tooth structure lost by attrition, realignment of teeth, periodontal splinting and gnathologic 
recordings 

• Dental procedures performed for purely cosmetic purposes 
• Dental procedures performed other than by a licensed dentist and his or her employees or 

agents 
• Dental services that a covered person would be entitled to receive for a nominal charge or 

without charge if the Plan were not in force under any Workers’ Compensation law, federal 
Medicare program or federal Veterans Administration program (if a covered person receives a 
bill or direct charge for dental services under any government program, this exclusion does 
not apply) 

• Direct diagnostic, surgical or non-surgical treatment procedures applied to body joints or 
muscles, except as provided under oral surgery 

• Charges for dental procedures that were in progress or completed prior to the date the 
covered person enrolled for Plan coverage (does not apply to newly adopted children) or after 
coverage ended 

• Implants (artificial materials implanted or grafted into or onto bone or soft tissue) or surgical 
removal of implants 

• Services of anesthesiologists 
• Hospital charges 
• Lost, misplaced or stolen dentures or other prosthetic appliances 
• New dental techniques or procedures, unless there is, to the satisfaction of Delta Dental, an 

established scientific basis for recommendation  
• Occlusal analysis 
• Prescription drugs, pre-medications, relative analgesia 
• Temporary procedures 
• Treatment that is not Dentally Necessary, as determined by Delta Dental 
• Veneers (bonding of coverings to the teeth) 
• Plaque control programs 
• Equilibration 
• Experimental procedures 
• Major Restorative (inlays, onlays, crowns) 
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• Prosthodontics, including bridges and dentures 
• Dental implants 
• Orthodontic Services, including tooth guidance appliances 
• General anesthesia, except with covered oral surgery procedures of one or more simple 

extractions and/or with surgical extractions for patients under age 19; and except with three 
or more simple extractions and/or surgical extractions for patients age 19 and over 

 
 

Filing a claim under Traditional or Routine Option 
Your dentist will have a standard American Dental Association (ADA) claim form for you to use. 
Alternatively, you can call Delta Dental at 1.800.932.0783 to request a form or, print one from the 
Delta Dental web site. Claims should be submitted to: Delta Dental of New York, PO Box 2105, 
Mechanicsburg, PA 17055-2105.  
 
To claim benefits under the Traditional Option or the Routine Option — when you use a Non-
Participating Dentist — you may be responsible for submitting a claim form along with your dental bills 
for reimbursement. 
 
For additional information on filing a claim and instructions on filing an appeal, see the Claiming 
benefits section in the Health & Wellness Benefits Plans Administration &Participation Summary Plan 
Description. 
 
 

Coordination of benefits  
The Traditional and Routine Options are designed to help you meet the covered expenses that you and 
your covered dependents actually incur. This Plan, like most, has a coordination of benefits (COB) 
provision that is designed to prevent duplication of payments when a person is covered under more 
than one group dental plan (for example, if both a husband and wife are working and have dental 
coverage through their employers). 
 
This COB provision allows your dental plans to work together in coordinating payment for your dental 
care. Whenever you are covered under another group dental plan in addition to this Plan, the total 
combined maximum benefit the Plan will pay will be no more than the total amount the dentist has 
agreed to accept from Delta Dental. If another source directly reimburses you more than your charge 
for covered services, you may be required to reimburse this Plan.  
 

Which Plan pays first  
If you and/or your spouse is covered under the Plan and another employer’s dental plan, applicable 
coordination of benefit rules will determine which coverage is primary or secondary. In most cases, the 
plan covering you as an employee is primary for you, and the plan covering your spouse as an 
employee is primary for him or her. Your children are generally covered as primary by the plan of the 
parent whose birth date occurs first in the calendar year. 
 
If you or any of your dependents are covered under more than one group plan, including no-fault 
automobile insurance, your other coverage may be used to satisfy your patient charge for services 
received from a Network Dentist. If you’re in the Traditional Option or the Routine Option, you must 
check with the claims administrator to determine how the COB provision applies to you in this 
instance.  
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When this Plan is secondary  
If this Plan is secondary, it determines the amount it will pay for a covered service by following the 
steps below.  

• The Plan determines the amount it would have paid based on the primary plan's allowable 
expense  

• If this Plan would have paid less than the primary plan paid, the Plan pays no Benefits  
• If this Plan would have paid more than the primary plan paid, the Plan will pay the difference  

 
 

Dental Health Maintenance Organization Option 
 
The Dental Health Maintenance Organization (DHMO) Option features: 

• Higher benefit levels and lower out-of-pocket expenses than the Traditional Option 
• No claim forms to complete, unless you receive emergency care from a Non-Participating 

Dentist 
 
This Plan option is administered by CIGNA Dental. When you enroll in the DHMO, you must select a 
dental office from the CIGNA Dental Care Access network (formerly known as Cigna Dental Care HMO). 
Each time you receive care, you must use your Network General Dentist to receive benefits under this 
option, except in cases when you receive out-of-network emergency care. Each family member may 
select their own Network General Dentist if desired. 
 
If your Network General Dentist leaves the DHMO’s network during the year, or you would like to use a 
different dental office, you will need to select another dental office from the list of participating dental 
offices in your area. You will not be able to enroll in a different dental option (i.e., transfer to the 
Traditional Option) until the next open enrollment period or if you experience a qualified status change 
(see Health and Wellness Benefit Plans Administration and Participation SPD for details). The DHMO 
Option is only available if there is a dental office in your area, based on your home zip code. You will 
be advised if you are eligible for the Plan.  
 
Contact Customer Services at 1.800.244.6224 or visit CIGNA’s Dental Website at cigna.com for a 
Network General Dentist list.  

Summary of benefits 
The Patient Charge Schedule appendix at the back of this booklet (Appendix A) reflects the amount 
you will owe for covered services when you visit your Network General Dentist. (Refer to Covered 
services for additional information on plan features.) If you do not use your Network General Dentist or 
a Network Specialty Dentist authorized by the Plan for your care, services will not be covered. You will 
pay the full cost for the dental care. 

Your ID card 
Shortly after you enroll in the DHMO, you’ll receive an ID card. You do not need to show your ID card 
each time you receive care from a participating Network Dentist. You will be identified on a roster that 
is sent by CIGNA Dental to the participating dentist’s office you have selected. 

Selecting a Network Dentist 
When you enroll in the DHMO, you must select a dental office for you and your dependents. Each 
family member may select their own Network General Dentist if desired. In order to receive coverage 
under the Plan, your care must be performed by your Network General Dentist or arranged by your 
Network General Dentist with a referral approved by the Plan. 
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If you decide to change your selected dental office, CIGNA Dental can help you arrange the transfer. 
Call Customer Services at 1.800.244.6224. To obtain a list of dental offices near you, visit the CIGNA 
Dental website at cigna.com or call the Dental Office Locator at 1.800.244.6224. You should 
complete any dental procedure in progress before transferring to another Network Dentist. All patient 
charges that you owe to your current dental office must be paid before the transfer can be processed. 
 
Your transfer will take about five days to process. Transfers are effective the first day of the month 
after the processing of your request. Unless you have an Emergency, you will be unable to schedule an 
appointment at the new dental office until your transfer becomes effective. If you use a new Network 
Dentist before the transfer becomes effective, your care will not be covered. 

Customer Service 
Contact Customer Service at 1.800.244.6224 or visit CIGNA’s Dental website at cigna.com if you have 
any questions or need help: 

• Selecting a dentist 
• Arranging a transfer to a new Network Dentist 
• Obtaining a second opinion or consultation 
• Acting as your liaison with your dental office 
• Explaining your benefits 
• Obtaining a copy of the Patient Charge Schedule 

Receiving Care from a Specialist 
Your selected dentist has primary responsibility for your professional dental care. Because you may 
need the care of a specialist, the CIGNA Dental network includes the following types of specialists: 

• Pediatric dentists ― children’s dentistry (up to age 13) 
• Endodontists ― root canal treatment 
• Periodontists ― treatment of gums and bone 
• Oral surgeons ― complex extractions and other surgical procedures 
• Orthodontists ― tooth movement 

 
When specialty care is needed, your Network General Dentist must start the referral process. Upon 
referral from your Network General Dentist, your Network Specialty Dentist will submit a specialty care 
treatment plan to CIGNA Dental for payment authorization. There is no coverage for referrals to 
prosthodontists or other specialty dentists not listed above. Prior authorization is not required for 
Pediatrics, Endodontists or Orthodontists. You should verify with the Network Specialty Dentist that 
your treatment plan has been authorized for payment by CIGNA Dental before treatment begins. 

 
Annual Deductible 
There is no annual Deductible amount under the CIGNA Dental DHMO Option. See your Patient Charge 
Schedule for the procedures covered under this option and the applicable patient charge. 
 

Annual maximum benefit 
There is no annual dollar maximum benefit under the DHMO Option. 
 

Covered services 
The following summary is an overview of covered services under the DHMO Option. The complete 
Patient Charge Schedule (attached in Appendix A) will be sent to you after you enroll. In case of any 
discrepancy between this summary of coverage and your Patient Charge Schedule, the Patient Charge 
Schedule will prevail. 
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Preventative/Diagnostic Services How Often 
Oral examinations  Oral evaluations are limited to a combined total of 4 

of the following evaluations during a 12 consecutive 
month period: Periodic Oral 
Evaluations, Comprehensive Oral Evaluations, 
Comprehensive Periodontal Evaluations, and Oral 
Evaluations for Patients Under three Years of Age. 

Cleaning teeth (prophylaxis) Once every six months. Two per calendar year 
Fluoride applications Once every six months to age 19. Two per calendar year 
X-rays (including bitewings) As needed (determined by the dentist). 
X-rays – Complete Series (14 or more 
films or Panoramic Plus bitewings) 

One set every three years. 

Sealant No age Limit on Sealants 
Basic/Restorative Services Summary of Coverage 
Fillings Coverage includes amalgams, anterior resin or composite 

fillings, posterior resin or composite fillings. 
Extractions/oral surgery Coverage includes simple extractions and oral surgery and 

removal of impacted wisdom teeth if pathology/disease 
exists. Surgical removal of wisdom tooth/third molar for 
orthodontic reasons only is not covered. 

Endodontics Coverage includes root canal therapy and re-treatment on 
permanent teeth, pulp capping, pulpotomy and pre-
formed dowels or posts. Root canal therapy is covered 
only if the pulp chamber was opened after the patient’s 
enrollment in this Plan. Coverage does not include final 
restoration. Also includes apicoectomy with retrograde 
filling. 

Periodontics Coverage includes evaluation and treatment plan, 
gingivectomy, gingival flap procedure, crown lengthening, 
osseous surgery, gingival or pedical graft, scaling and root 
planning. 

Major Restorative Services Summary of Coverage 
Crown and Bridge (including 
temporaries) 

Coverage includes initial installation of fixed bridgework 
including abutments, pontics, crowns, inlays and onlays. 
Replacement limit is one every five years. 

Emergency treatment (palliative 
treatment) 

Coverage is provided if an Emergency arises while you are 
out of your service area or you are unable to contact your 
Network Dentist. Emergency covered services (as defined 
in your group agreement/member materials) by any 
general dentist will be reimbursed up to a total of $50 per 
incident, less applicable patient charges. Routine 
restorative procedures or definitive treatment are not 
considered emergency care and should be performed or 
referred by your Network Dentist. There is an additional 
patient charge for emergency care rendered after 
regularly scheduled office hours; see your Patient Charge 
Schedule. 

Prosthodontics Coverage includes initial installation of full or partial 
dentures, denture relining (replacement limit one every 
five years), repairs and adjustment to prosthetic 
appliances and replacing a prosthetic appliance, provided 
the appliance is at least five years old and cannot be 
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repaired, unless due to natural tooth loss where the 
additions or replacement of teeth to the existing 
appliance is not feasible. Includes up to four adjustments 
within the first six months after insertion. 

Orthodontics Coverage includes preliminary consultation, orthodontic 
evaluations, orthodontic treatment plan and records, 
interceptive orthodontic treatment, comprehensive 
orthodontic treatment and retention (post-treatment 
stabilization). The Patient Charge for your entire 
orthodontic case, including retention, will be based upon 
the Patient Charge Schedule in effect on the date of your 
visit for Treatment Plan and Records. However, if a.) 
banding/appliance insertion does not occur within 90 
days of the visit, b.) your treatment plan changes, or c.) 
there is an interruption in your coverage or treatment, a 
later change in the Patient Charge Schedule may apply. 
Your cost for orthodontic treatment is based upon 24 
months of interceptive and/or comprehensive treatment. 
If you require more than 24 months of treatment in total, 
you will be charged an additional amount for each 
additional month of treatment, based upon the 
orthodontist’s contract fee, included in your Patient 
Charge Schedule. If you require less than 24 months of 
treatment, your cost will be reduced on a pro-rated basis. 
If orthodontic treatment is in progress for you or your 
dependent at the time you enroll in the DHMO, call 
Customer Service to find out if you are entitled to any 
benefit under the Plan. 

Covered services from Non-Participating Dentists and specialists for residents of Minnesota 
The following information applies to covered employees residing in Minnesota only. 
 
Unless otherwise authorized by CIGNA Dental, the dollar amount listed on the Patient Charge Schedule 
will not apply to covered dental services you receive from a dentist or specialist who is not your 
Network General Dentist or Network Specialty Dentist. Instead, CIGNA Dental will pay 50% of the value 
of the benefit you would have received if the services had been performed by your Network General 
Dentist or Network Specialty Dentist. You will be responsible for the difference between CIGNA 
Dental’s payment and the Network Dentist’s usual fees. Except as described in the Orthodontics 
section, payments to Non-Participating Dentists/specialists correspond to the Patient Charge 
Schedule in effect on the date each covered dental service is initiated. You must be covered by this 
Plan at the time each procedure begins. 
 
To bill for dental care received from Non-Participating Dentists or non-participating specialists, you or 
your treating dentist may submit a standard claim form, available from your dentist, to CIGNA Dental 
at the following address: CIGNA Dental Health, Inc., P.O. Box 188045, Chattanooga, TN 37422-8045.  

Limitations on covered services 
In addition to the exclusions listed in the Services not covered section of this SPD, the Plan limits 
additional dental treatment, as follows: 

• Frequency ― The frequency of certain covered services, such as cleanings, is limited. The 
Patient Charge Schedule you received when you enrolled, and available from CIGNA Dental, 
lists any limitations on frequency.  
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• Specialty care ― except for pediatric dentistry, endodontists and orthodontists, payment 
authorization is required for coverage for services by network specialists. 

• Pediatric dentistry ― Coverage for treatment to a pediatric dentist ends on an enrolled child’s 
seventh birthday; however, exceptions for medical reasons may be considered on an 
individual basis. The Network General Dentist shall provide care after the child’s 13th birthday. 

• Oral surgery ― The surgical removal of an impacted wisdom tooth is not covered if the tooth is 
not diseased or removal is only for orthodontic reasons. The Patient Charge Schedule lists any 
limitations on oral surgery. 

 

Services not covered 
Exclusions under the Plan include: 

• Services not listed on the Patient Charge Schedule 
• Services provided by a Non-Network Provider without CIGNA Dental’s prior approval (except 

emergencies, as described in Summary of Benefits) 
• Services related to an injury or illness covered under Workers’ Compensation, occupational 

disease or similar laws  
- For Florida residents, this exclusion relates to such services paid under Workers’ 

Compensation, occupational disease or similar laws. 
• Services provided or paid by or through a federal or state governmental agency or authority, 

political subdivision or a public program other than Medicaid 
• Services required while serving in the armed forces of any country or international authority or 

relating to a declared or undeclared war or acts of war 
• Cosmetic dentistry or cosmetic dental surgery (dentistry or dental surgery performed solely to 

improve appearance) unless specifically listed on your Patient Charge Schedule 
• General anesthesia, sedation and nitrous oxide unless specifically listed on your Patient 

Charge Schedule. When listed on your Patient Charge Schedule, general anesthesia and IV 
sedation are covered when medically necessary and provided in conjunction with covered 
services performed by an Oral surgeon or Periodontist  

- For Maryland residents, general anesthesia is covered when medically necessary and 
authorized by the dental provider.  

• Prescription drugs 
• Procedures, appliances or restorations if the main purpose is to: 

- Change vertical dimension (degree of separation of the jaw when teeth are in 
contact) 

- Diagnose or treat abnormal conditions of the temporomandibular joint (TMJ), except 
as specifically listed on the Patient Charge Schedule 

- Restore teeth which have been damaged by attrition, abrasion, erosion and/or 
abfraction 

o For California, the word “attrition” is modified as follows: except for medically 
necessary treatment where functionality of teeth has been impaired. 

• The completion of crown and bridge, dentures or root canal treatment already in progress on 
the date coverage begins under the CIGNA Dental DHMO Option 

- This exclusion does not apply to residents of Texas. 
• Replacement of fixed and/or removable appliances that have been lost, stolen, or damaged 

due to patient abuse, misuse or neglect 
• Services associated with the placement or prosthodontic restoration of a dental implant 
• Services considered to be unnecessary or Experimental in nature.  

- For Pennsylvania residents, this exclusion should read “Services considered 
Experimental in nature.”  

- California and Maryland residents: This exclusion should read, “Services considered 
to be unnecessary.”  
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• Procedures or appliances for minor tooth guidance or to control harmful habits 
• Hospitalization, including any associated incremental charges for dental services performed 

in a hospital  
- Benefits are available for Network Dentist charges for covered services performed at 

a hospital. Other associated charges are not covered and should be submitted to 
your Medical Plan option for benefit determination. 

• Services to the extent coverage is provided under any group medical plan, no-fault auto 
insurance policy or uninsured motorist policy 

- This exclusion does not apply to Arizona and Pennsylvania residents.  
- For residents of Kentucky and North Carolina, services compensated under no-fault 

auto or uninsured motorist policies are not excluded.  
- Services compensated under group medical plans are not excluded for Maryland 

residents. 
• Crowns and bridges used solely for splinting 
• Resin bonded retainers and associated pontics 

 
Except as set forth above, pre-existing conditions are not excluded if the procedures involved are 
otherwise covered under your Patient Charge Schedule.  

Emergency care 
An Emergency is a dental condition of recent onset and severity which would lead a prudent layperson 
possessing an average knowledge of dentistry to believe the condition needs immediate dental 
procedures necessary to control bleeding, relieve severe pain or eliminate acute infection. You should 
contact your Network General Dentist if you have an Emergency in your service area. 
 
If an Emergency arises while you are out of your service area or unable to contact your selected 
dentist, emergency covered services performed by any licensed dentist will be reimbursed up to a total 
of $50 per incident, less applicable patient charges. (For DHMO members residing in Connecticut, 
Pennsylvania and Texas, the $50 per incident limit is not applicable.) Routine restorative procedures 
or definitive treatment (e.g., root canal) are not considered emergency care and should be performed 
or referred by your Network General Dentist.  
  
Emergency care coverage provided after regularly scheduled office hours for participants of the DHMO 
is listed on your Patient Charge Schedule. This charge will be in addition to other applicable patient 
charges. 

Emergency care for DHMO members residing in Arizona 
CIGNA Dental will make reimbursement for Emergencies in accordance with your plan benefits 
regardless of the location of the facility providing the services. 

Emergency care for DHMO members residing in Texas 
Emergency dental services are limited to procedures administered in a dental office, dental clinic, or 
other comparable facility to evaluate and stabilize emergency dental conditions of recent onset and 
severity accompanied by excessive bleeding, severe pain, or acute infection that would lead a prudent 
layperson with average knowledge of dentistry to believe that immediate care is needed. 
 
CIGNA Dental will acknowledge your claim for emergency services within 15 days and accept, deny or 
request additional information within 15 business days of receipt. If CIGNA Dental accepts your claim, 
reimbursement for all appropriate emergency services will be made within five days of acceptance.  

Extension of benefits under DHMO Option 
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Coverage for completion of a dental procedure (other than orthodontics), which was started before 
coverage ended, will be extended for 90 days following the date coverage was terminated unless 
coverage ended due to non-payment of premiums/prepayment fees. 
 
Coverage for orthodontic treatment, which was started before coverage ended from the Dental Plan, 
will be extended to the end of the quarter or for 60 days following the date coverage terminates, 
whichever is later, unless coverage ended due to non-payment of premiums/prepayment fees. 

 
Filing a claim under DHMO Option 
When you visit a participating dentist under the DHMO Option, claim forms are not required. Your 
Network Dentist will submit claim forms for you as needed for specialty care. 
 
If you visit a Non-Participating Dentist because of an Emergency, you must file a claim form for 
reimbursement. Call Customer Service at 1.800.244.6224 for claim filing instructions.  
 

Coordination of benefits 
The DHMO Option is designed to help you meet the covered expenses that you and your covered 
dependents actually incur. This Plan, like most, has a coordination of benefits (COB) provision that is 
designed to prevent duplication of payments when a person is covered under more than one group 
dental plan (for example, if both a husband and wife are working and have dental coverage through 
their employers). 
 
This COB provision allows your dental plans to work together in coordinating payment for your dental 
care. Whenever you are covered under another group dental plan in addition to this Plan, the total 
combined maximum benefit the Plan will pay will be no more than the largest amount either plan 
would pay alone. If another source directly reimburses you more than your charge for covered 
services, you may be required to reimburse this Plan. CIGNA Dental coordinates benefits only for 
specialty care services received under the DHMO Option. 

Which Plan pays first  
If you and/or your spouse is covered under the Plan and another employer’s dental plan, applicable 
coordination of benefit rules will determine which coverage is primary or secondary. In most cases, the 
plan covering you as an employee is primary for you, and the plan covering your spouse as an 
employee is primary for him or her. Your children are generally covered as primary by the plan of the 
parent whose birth date occurs first in the calendar year. 
 
If you or any of your dependents are covered under more than one group plan, including no-fault 
automobile insurance, your other coverage may be used to satisfy your patient charge for services 
received from a Network Dentist.  

Example of coordination of benefits under the DHMO Option 
For example, if “Joe,” an Ameriprise Financial, Inc. employee, has coverage under both this Plan and 
his spouse’s plan, this Plan is considered primary for him. If he receives a molar root canal, Joe would 
be responsible for the $530 Co-payment. His spouse’s plan also covers 80% of these services. Joe 
may submit a claim to the other carrier to recover 80% of his out-of-pocket expense. 
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Appendix A – CIGNA Patient Charge Schedule  
This Patient Charge Schedule lists the benefits of the Dental Plan, including covered procedures and 
patient charges. 

Important Highlights  
• This Patient Charge Schedule applies only when covered dental services are performed by your 

Network Dentist, unless otherwise authorized by CIGNA Dental as described in your plan 
documents. Not all Network Dentists perform all listed services, and it is suggested to check with 
your Network Dentist in advance of receiving services. 

• This Patient Charge Schedule applies to Specialty Care when an appropriate referral is made to a 
Network Specialty Periodontist, or Oral Surgeon. You must verify with the Network Specialty Dentist 
that your treatment plan has been authorized for payment by CIGNA Dental. Prior authorization is 
not required for specialty referrals for Pediatric, Orthodontist and Endodontic services. You may 
select a Network Pediatric Dentist for your child under the age of seven by calling Customer Service 
at 1.800.244.6224 to get a list of Network Pediatric Dentists in your area. Coverage for treatment 
by a Pediatric Dentist ends on your child's 7th birthday; however, exceptions for medical reasons 
may be considered on an individual basis. Your Network General Dentist will provide care upon 
your child's 7th birthday. 

• Procedures not listed on this Patient Charge Schedule are NOT covered and are the patient's 
responsibility at the dentist's usual fees.  

• The administration of I.V. sedation, general anesthesia, and/or Nitrous Oxide is not covered except 
as specifically listed on this Patient Charge Schedule. The application of local anesthetic is covered 
as part of your dental treatment. 

• CIGNA Dental considers infection control and/or sterilization to be incidental to and part of the 
charges for services provided and not separately chargeable. 

• This Patient Charge Schedule is subject to annual change in accordance with the terms of the 
group agreement. 

• Procedures listed on the Patient Charge Schedule are subject to the plan limitations and 
exclusions described in your plan book/certificate of coverage and/or group contract.  

• All patient charges must correspond to the Patient Charge Schedule in effect on the date the 
procedure is initiated.  

• The American Dental Association may periodically change CDT Codes or definitions. Different 
codes may be used to describe these covered procedures. 

 
Code Procedure Description W1-V9 
Office Visit Fee: Per Patient, Per Office Visit in Addition to Any Other Applicable Patient Charges  
 Office Visit Fee $5.00 
Diagnostic/Preventive: Oral Evaluations are Limited to a Combined Total of 4 of the Following 
Evaluations During a 12 Consecutive Month Period: Periodic Oral Evaluations (D0120), 
Comprehensive Oral Evaluations, (DO150), Comprehensive Periodontal Evaluations, (D0180), and 
Oral Evaluations for Patients Under Three Years of Age, (D0145). 
D9310 Consultation (Diagnostic Service Provided By Dentist or 

Physician Other Than Requesting Dentist or Physician) 
$0.00 

D9430 Office Visit for Observation – No Other Services Performed $0.00 
D9450 Case Presentation – Detailed and Extensive Treatment 

Planning 
$0.00 

D0120 Periodic Oral Evaluation – Established Patient $0.00 
D0140 Limited Oral Evaluation – Problem Focused $0.00 
D0145 Oral Evaluation for a Patient Under Three Years of Age and 

Counselling with Primary Caregiver 
$0.00 
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D0150 Comprehensive Oral Evaluation – New or Established Patient $0.00 

D0160 Detailed and extensive oral evaluation – problem focused, by 
report (limit 2 per calendar year; only covered in conjunction 
with TMJ evaluation) 

$0.00 

D0170 Re-evaluation – Limited, Problem Focused (Not Post-Operative 
Visit) 

$0.00 

D0180 Comprehensive periodontal evaluation – New or Established 
patient 

$43.00 

D0210 X-Rays intraoral – Complete Series (Including bitewings) (Limit 
one Every three Years) 

$0.00 

D0220 X-Rays Intraoral Periapical - First Film $0.00 
D0230 X-Rays Intraoral Periapical - Each Additional Film $0.00 
D0240 X-Rays Intraoral - Occlusal Film $0.00 
D0270 X-Rays (bitewing) - Single Film $0.00 
D0272 X-Rays (bitewings) - Two Films $0.00 
D0273 X-Rays (bitewings) - Three films $0.00 
D0274 X-Rays (bitewings) - Four Films $0.00 

D0277 X-Rays (bitewings, Vertical) - seven to eight Films $0.00 
D0330 X-Rays (Panoramic Film) - (Limit one Every three years) $0.00 
D0368 Cone beam CT capture and interpretation for TMJ series 

including two or more exposures (limit one per calendar 
year; only covered in conjunction with 
Temporomandibular Joint (TMJ) evaluation) 

$240.00 

D0431 Oral Cancer Screening Using a Special Light Source  $50.00 
D0460 Pulp Vitality Tests $14.00 
D0470 Diagnostic Casts $0.00 
D0472 Pathology Report - Gross Examination of Lesion (Only When 

Tooth Related) 
$0.00 

D0473 Pathology Report - Microscopic Examination of Lesion (Only 
When Tooth Related) 

$0.00 

D0474 Pathology Report - Microscopic Examination of Lesion and Area 
(Only When Tooth Related) 

$0.00 

D1110 Cleaning (Prophylaxis) - Adult (Limit two Per Calendar Year) 
Additional Cleaning (Prophylaxis), In Addition to the Two 
Cleanings (Prophylaxes) Allowed Per Calendar Year 

$0.00 
$45.00 

D1120 Cleaning (Prophylaxis) - Child (Limit two Per Calendar Year) 
Additional Cleaning (Prophylaxis), In Addition to the Two 
Cleanings (Prophylaxes) Allowed Per Calendar Year 

$0.00 
$30.00 

D1208 Topical Fluoride Application - Child (Up to 19th Birthday) 
(Limited to two Per Calendar Year). There is a Combined Limit 
of a Total of Two D1208s and/or D1206s Per Calendar Year. 

$0.00 

 Additional topical application of fluoride - In addition to 
any combination of two (2) D1206s (topical applications 
of fluoride varnish) and/or D1208s (topical application of 
fluoride) per calendar year 

$15.00 

D1206 Topical Fluoride Varnish; Therapeutic Application for Moderate 
to High Caries Risk Patients. Child (Up to 19th Birthday) 
(Limited to two Per Calendar Year). There is a Combined Limit 
of a Total of Two D1203s and/or D1206s Per Calendar Year. 

$0.00 

 Additional topical application of fluoride - In addition to 
any combination of two (2) D1206s (topical applications 
of fluoride varnish) and/or D1208s (topical application of 
fluoride) per calendar year 

$15.00 
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D1330 Oral Hygiene Instructions $0.00 
D1351 Sealant - Per Tooth $17.00 
D1352 Preventative Resin Restoration in a Moderate to High Caries 

Risk Patient – Permanent Tooth 
$17.00 

D1510 Space Maintainer - Fixed Unilateral $110.00 
D1515 Space Maintainer - Fixed Bilateral $170.00 
D1555 Removal of Fixed Space Maintainer $0.00 
Restorative: Fillings 
D2140 Amalgam - One Surface, Primary or Permanent $17.00 
D2150 Amalgam - Two Surfaces, Primary or Permanent $22.00 
D2160 Amalgam - Three Surfaces, Primary or Permanent $28.00 

D2161 Amalgam - Four or More Surfaces, Primary or Permanent $35.00 

D2330 Resin-Based Composite - One Surface, Anterior $22.00 

D2331 Resin-Based Composite - Two Surfaces, Anterior $29.00 

D2332 Resin-Based Composite - Three Surfaces, Anterior $35.00 

D2335 Resin-Based Composite - Four or More Surfaces or Involving 
Incisal Angle (Anterior)  

$88.00 

D2390 Resin-Based Composite Crown, Anterior $115.00 

D2391 Resin-Based Composite - One Surface, Posterior $47.00 

D2392 Resin-Based Composite - Two Surfaces, Posterior $59.00 

D2393 Resin-Based Composite - Three Surfaces, Posterior $82.00 

D2394 Resin-Based Composite - Four or More Surfaces, Posterior $115.00 

Crown and Bridge: All charges for crown and bridge are per unit (each replacement or supporting 
tooth equals one unit) - Replacement limit one every five years. 
 Per tooth charge for crowns, inlays, onlays, post and cores, and 

veneers if your dentist uses same day in-office CAD/CAM 
(ceramic) services.  

$150.00 

D2510 Inlay - Metallic - One Surface $430.00 

D2520 Inlay - Metallic - Two Surfaces $430.00 

D2530 Inlay - Metallic - Three or More Surfaces $430.00 

D2542 Onlay - Metallic - Two Surfaces $490.00 

D2543 Onlay - Metallic - Three Surfaces $490.00 

D2544 Onlay - Metallic - Four or More Surfaces $490.00 

D2740 Crown - Porcelain/Ceramic Substrate $515.00 

D2750 Crown - Porcelain Fused to High Noble Metal $470.00 

D2751 Crown - Porcelain Fused to Predominantly Base Metal $415.00 

D2752 Crown - Porcelain Fused to Noble Metal $440.00 

D2780 Crown - 3/4 Cast High Noble Metal $480.00 

D2781 Crown - 3/4 Cast Predominantly Base Metal $425.00 

D2782 Crown - 3/4 Cast Noble Metal $450.00 

D2790 Crown - Full Cast High Noble Metal $480.00 

D2791 Crown - Full Cast Predominantly Base Metal $425.00 

D2792 Crown - Full Cast Noble Metal $450.00 
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D2794 Crown - Titanium $480.00 

D2910 Recement Inlay, Onlay or Veneer $43.00 

D2915 Recement Cast or Prefabricated Post and Core $43.00 

D2920 Recement Crown $43.00 

D2929 Prefabricated porcelain/ceramic crown - Primary tooth $155.00 

D2930 Prefabricated Stainless Steel Crown - Primary Tooth $105.00 

D2931 Prefabricated Stainless Steel Crown - Permanent Tooth $105.00 

D2932 Prefabricated Resin Crown $130.00 

D2933 Prefabricated Stainless Steel Crown with Resin Window $155.00 

D2934 Prefabricated Esthetic Coated Stainless Steel Crown - Primary 
Tooth 

$155.00 

D2940 Protective Restoration $15.00 
D2950 Core Buildup, Including Any Pins $105.00 
D2951 Pin Retention - Per Tooth, In Addition to Restoration $23.00 
D2952 Post and Core - In Addition to Crown, Indirectly Fabricated $165.00 
D2954 Prefabricated Post and Core - In Addition to Crown $140.00 
D2960 Labial veneer (Resin Laminate) - Chairside $105.00 
D6210 Pontic - Cast High Noble Metal $470.00 

D6211 Pontic - Cast Predominantly Base Metal $425.00 

D6212 Pontic - Cast Noble Metal $450.00 

D6214 Pontic Titanium $480.00 
D6240 Pontic - Porcelain Fused to High Noble Metal $470.00 

D6241 Pontic - Porcelain Fused to Predominantly Base Metal $425.00 

D6242 Pontic - Porcelain Fused to Noble Metal $450.00 

D6245 Pontic - Porcelain/Ceramic  $470.00 

D6602 Inlay - Cast High Noble Metal, Two Surfaces $460.00 

D6603 Inlay - Cast High Noble Metal, Three or More Surfaces $480.00 

D6604 Inlay - Cast Predominantly Base Metal, Two Surfaces $405.00 

D6605 Inlay - Cast Predominantly Base Metal, Three or More Surfaces $415.00 
D6606 Inlay - Cast Noble Metal, Two Surfaces $430.00 

D6607 Inlay - Cast Noble Metal, Three or More Surfaces $440.00 

D6610 Onlay - Cast High Noble Metal, Two Surfaces $460.00 

D6611 Onlay - Cast High Noble Metal, Three or More Surfaces $480.00 

D6612 Onlay - Cast Predominantly Base Metal, Two Surfaces $405.00 

D6613 Onlay - Cast Predominantly Base Metal, Three or More Surfaces $415.00 
D6614 Onlay - Cast Noble Metal, Two Surfaces $430.00 

D6615 Onlay - Cast Noble Metal, Three or More Surfaces $450.00 

D6624 Inlay Titanium $470.00 
D6634 Onlay Titanium $470.00 

D6740 Crown - Porcelain/Ceramic $525.00 
D6750 Crown - Porcelain Fused to High Noble Metal $480.00 
D6751 Crown - Porcelain Fused to Predominantly Base Metal $425.00 
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D6752 Crown - Porcelain Fused to Noble Metal $450.00 

D6780 Crown - 3/4 Cast High Noble Metal $480.00 

D6781 Crown - 3/4 Cast Predominantly Base Metal $425.00 

D6782 Crown - 3/4 Cast Noble Metal $450.00 

D6790 Crown - Full Cast High Noble Metal $480.00 

D6791 Crown - Full Cast Predominantly Base Metal $425.00 

D6792 Crown - Full Cast Noble Metal $450.00 

D6794 Crown Titanium 
Complex Rehabilitation - ADDITIONAL CHARGE PER UNIT FOR 
MULTIPLE CROWN UNITS/COMPLEX REHABILITATION (six or 
more units of crown and/or bridge in same treatment plan 
requires complex rehabilitation for each unit – ask your dentist 
for the guidelines)  

$480.00 
$135.00 

D6930 Recement Fixed Partial Denture $64.00 
Implant Supported Prosthetics – All charges for crown and bridge (fixed partial denture) are per unit 
(each replacement on a supporting implant(s) equals one unit). Replacement limit one every five 
years. All charges for an implant supported denture are limited to replacement of one every five 
years.  
 Per tooth charge for crowns, inlays, onlays, post and 

cores, and veneers if your dentist uses same day in-office 
CAD/CAM (ceramic) Services. Same day in-office 
CAD/CAM (ceramic) Services refer to dental restorations 
that are created in the dental office by the use of a digital 
impression and an in-office CAD/CAM milling machine. 

$150.00 

D6053 Implant/Abutment Supported Removal Denture for Completely 
Edentulous Arch 

$875.00 

D6054 Implant/Abutment Supported Removal Denture for Partially 
Edentulous Arch 

$970.00 

D6058 Abutment Supported Porcelain/Ceramic Crown $815.00 
D6059 Abutment Supported Porcelain Fused to Metal Crown (High 

Noble Metal) 
$770.00 

D6060 Abutment Supported Porcelain Fused to Metal Crown 
(Predominantly Base Metal) 

$715.00 

D6061 Abutment Supported Porcelain Fused to Metal Crown (Noble 
Metal) 

$740.00 

D6062 Abutment Supported Cast Metal Crown (High Noble Metal) $770.00 

D6063 Abutment Supported Cast Metal Crown (Predominantly Base 
Metal) 

$715.00 

D6064 Abutment Supported Cast Metal Crown (Noble Metal) $740.00 

D6065 Implant Supported Porcelain/Ceramic Crown $815.00 

D6066 Implant Supported Porcelain Fused to Metal Crown (Titanium, 
Titanium Alloy, High Noble Metal) 

$770.00 

D6067 Implant Supported Metal Crown (Titanium, Titanium Alloy, High 
Noble Metal) 

$770.00 

D6068 Abutment Supported Retainer for Porcelain/Ceramic Fixed 
Partial Denture 

$815.00 

D6069 Abutment Supported Retainer for Porcelain Fused to Metal 
Fixed Partial Denture (High Noble Metal) 

$770.00 

D6070 Abutment Supported Retainer for Porcelain Fused to Metal $715.00 
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Fixed Partial Denture (High Noble Metal) 

D6071 Abutment Supported Retainer for Porcelain Fused to Metal 
Fixed Partial Denture (Noble Metal) 

$740.00 

D6072 Abutment Supported Retainer for Cast Metal Fixed Partial 
Denture (High Noble Metal) 

$770.00 

D6073 Abutment Supported Retainer for Cast Metal Fixed Partial 
Denture (Predominantly Base Metal) 

$715.00 

D6074 Abutment Supported Retainer for Cast Metal Fixed Partial 
Denture (Noble Metal) 

$740.00 

D6075 Implant Supported Retainer for Ceramic Fixed Partial Denture $815.00 
D6076 Implant Supported for Porcelain Fused to Metal Fixed Partial 

Denture (Titanium, Titanium Alloy, High Noble Metal) 
$770.00 

D6077 Implant Supported Retainer for Cast Metal Fixed Partial 
Denture (Titanium, Titanium Alloy, High Noble Metal) 

$770.00 

D6078 Implant/Abutment Supported Fixed Denture for Completely 
Edentulous Arch 

$875.00 

D6079 Implant/Abutment Supported Fixed Denture for Partially 
Edentulous Arch 

$970.00 

D6092 Recement Implant/Abutment Supported Crown $82.00 

D6093 Recement Implant/Abutment Supported Fixed Partial Denture $103.00 

D6094 Abutment Supported Crown (Titanium) $770.00 

D6194 Abutment Supported Retainer Crown for Fixed Partial Denture 
(Titanium) 
Complex Rehabilitation on Implant Supported Prosthetic 
Procedures - ADDITIONAL CHARGE PER UNIT FOR MULTIPLE 
CROWN UNITS/COMPLEX REHABILITATION (six or more units of 
crown and/or bridge in same treatment plan requires complex 
rehabilitation for each unit – ask your dentist for the guidelines) 

$770.00 
 
$135.00 

Endontics: Root Canal Treatment, Excluding Final Restorations 

D3110 Pulp Cap - Direct (Excluding Final Restoration) $38.00 

D3120 Pulp Cap - Indirect (Excluding Final Restoration) $38.00 

D3220 Pulpotomy - Removal of Pulp, Not Part of a Root Canal $87.00 

D3221 Pulpal Debridement (Not to be used when root canal is done on 
the same day) 

$87.00 

D3222 Partial Pulpotomy for Apexogenesis-Permanent Tooth with 
Incomplete Root Development 

$87.00 

D3310 Anterior Root Canal (Permanent Tooth) (Excluding Final 
Restoration) 

$330.00 

D3320 Bicuspid Root Canal (Permanent Tooth) (Excluding Final 
Restoration) 

$390.00 

D3330 Molar Root Canal (Permanent Tooth) (Excluding Final 
Restoration) 

$530.00 

D3331 Treatment of Root Canal Obstruction; Non-Surgical Access $155.00 

D3332 Incomplete Endodontic Therapy; Inoperable or Fractured Tooth $155.00 
D3333 Internal Root Repair of Perforation Defects $155.00 

D3346 Retreatment of Previous Root Canal Therapy Anterior $470.00 

D3347 Retreatment of Previous Root Canal Therapy Bicuspid $530.00 
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D3348 Retreatment of Previous Root Canal Therapy Molar $675.00 

D3410 Apicoectomy/Periradicular Surgery Anterior $415.00 

D3421 Apicoectomy/Periradicular Surgery - Bicuspid (First Root) $455.00 

D3425 Apicoectomy/Periradicular Surgery - Molar (First Root) $480.00 

D3426 Apicoectomy/Periradicular Surgery (Each Additional Root) $165.00 

D3430 Retrograde Filling - Per Root $$115.oo 

Periodontics (Treatment of Supporting Tissues – Gum and Bone – of the Teeth): Periodontal 
Regenerative Procedures are Limited to One Regenerative Procedure Per Site (or Per Tooth, if 
Applicable), When Covered on the Patient Charge Schedule. The Relevant Procedure Codes are 
D4263, D4264, D4266 and D4267. Localized Delivery of Antimicrobial Agents is Limited to Eight 
Teeth (or Eight Sites, if Applicable) Per 12 Consecutive Months, When Covered on the Patient 
Charge Schedule 
D4210 Gingivectomy or Gingivoplasty - four or More Teeth, Per 

Quadrant 
$270.00 

D4211 Gingivectomy or Gingivoplasty - one to three Teeth, Per 
Quadrant 

$125.00 

D4212 Gingivectomy or Gingivoplasty to allow access for 
restorative procedure, per tooth 

$125.00 

D4240 Gingival Flap, Including Root Planing - four or More Teeth, Per 
Quadrant 

$330.00 

D4241 Gingival Flap, Including Root Planing - one to three Teeth, Per 
Quadrant 

$180.00 

D4245 Apically Positioned Flap $310.00 
D4249 Clinical Crown Lengthening - Hard Tissue $365.00 
D4260 Osseous Surgery - four or More Teeth, Per Quadrant $595.00 

D4261 Osseous Surgery - one to three Teeth, Per Quadrant $350.00 

D4263 Bone Replacement Graft - First Site in Quadrant $290.00 

D4264 Bone Replacement Graft - Each Additional Site in Quadrant $225.00 

D4266 Guided Tissue Regeneration - Resorbable Barrier, Per Site  $380.00 
D4267 Guided Tissue Regeneration - Nonresorbable Barrier, Per Site 

(Includes Membrane Removal) 
$430.00 

D4270 Pedicle Soft Tissue Graft Procedure $425.00 
D4271 Free Soft Tissue Graft Procedure (Including Donor Site Surgery) $425.00 
D4275 Soft Tissue Allograft $440.00 

D4277 Free soft tissue graft procedure (including donor site 
surgery), first tooth or edentulous (missing) tooth position 
in graft 

$440.00 

D4278 Free soft tissue graft procedure (including donor site 
surgery), each additional contiguous tooth or edentulous 
(missing) tooth position in same graft site 

$220.00 

D4341 Periodontal Scaling and Root Planing - four or More Teeth Per 
Quadrant (Limit four Quadrants per Consecutive 12 Months) 

$115.00 

D4342 Periodontal Scaling and Root Planing - one to three Teeth, Per 
Quadrant (Limit four Quadrants per Consecutive 12 Months) 

$64.00 

D4355 Full Mouth Debridement to Allow Evaluation and Diagnosis (one 
Per Lifetime) 

$86.00 

D4381 Localized Delivery of Chemotherapeutic Agents, Per Tooth, By 
Report 

$45.00 

D4910 Periodontal Maintenance (Limited to two Per Calendar Year) $78.00 
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Only Covered After Active Therapy. 
D9940 Occlusal Guard - By Report (Limit one Per 24 Months)  $285.00 
D9941 Fabrication of athletic mouth guard - (limitone1 per 12 

months) 
$110.00 

D9951 Occlusal Adjustment Limited $56.00 
D9952 Occlusal Adjustment Complete $260.00 
Prosthetics: Removable Tooth Replacement – Dentures. Includes Up to four Adjustments Within 
First six Months After Insertion - Replacement Limit one Every five Years.  
D5110 Full Upper Denture $575.00 
D5120 Full Lower Denture $575.00 
D5130 Immediate Full Upper Denture $615.00 
D5140 Immediate Full Lower Denture $615.00 
D5211 Upper Partial Denture - Resin Base (Including Clasps, Rests and 

Teeth) 
$430.00 

D5212 Lower Partial Denture - Resin Base (Including Clasps, Rests and 
Teeth) 

$430.00 

D5213 Upper Partial Denture - Metal (Including Clasps, Rests and 
Teeth) 

$670.00 

D5214 Lower Partial Denture - Metal (Including Clasps, Rests and 
Teeth) 

$670.00 

D5225 Upper Partial Denture - Flexible (Including Clasps, Rests and 
Teeth) 

$460.00 

D5226 Lower Partial Denture - Flexible (Including Clasps, Rests and 
Teeth) 

$460.00 

D5410 Adjust Complete Denture Upper $38.00 

D5411 Adjust Complete Denture Lower $38.00 

D5421 Adjust Partial Denture Upper $38.00 

D5422 Adjust Partial Denture Lower $38.00 
Repairs to Prosthetics  
D5510 Repair Broken Complete Denture Base $73.00 
D5520 Replace Missing or Broken Teeth - Complete Denture (Each 

Tooth) 
$73.00 

D5610 Repair Resin Denture Base $73.00 

D5630 Repair or Replace Broken Clasp $92.00 

D5640 Replace Broken Teeth - Per Tooth $73.00 

D5650 Add Tooth to Existing Partial Denture $73.00 
D5660 Add Clasp to Existing Partial Denture $92.00 

Denture Relining: Limit one Every 36 Months 
D5710 Rebase Complete Upper Denture $220.00 
D5711 Rebase Complete Lower Denture  $220.00 

D5720 Rebase Upper Partial Denture $220.00 

D5721 Rebase Lower Partial Denture $220.00 

D5730 Reline Complete Upper Denture (Chairside) $130.00 

D5731 Reline Complete Lower Denture (Chairside) $130.00 

D5740 Reline Upper Partial Denture (Chairside) $130.00 

D5741 Reline Lower Partial Denture (Chairside) $130.00 
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D5750 Reline Complete Upper Denture (Laboratory) $195.00 

D5751 Reline Complete Lower Denture (Laboratory) $195.00 

D5760 Reline Upper Partial Denture (Laboratory) $195.00 

D5761 Reline Lower Partial Denture (Laboratory) $195.00 

Interim Dentures: Limit one Every five years  
D5810 Interim Complete Denture (Upper) $330.00 
D5811 Interim Complete Denture (Lower) $330.00 

D5820 Interim Partial Denture (Upper) $265.00 

D5821 Interim Partial Denture (Lower) $265.00 

Oral Surgery: Includes Routine Post-Operative Treatment. Surgical Removal of Impacted Tooth - Not 
Covered for Ages Below 15 Unless Pathology (Disease) Exists. 
D7111 Extraction of Coronal Remnants - Deciduous Tooth $53.00 
D7140 Extraction, Erupted Tooth or Exposed Root (Elevation and/or 

Forceps Removal) 
$53.00 

D7210 Surgical Removal of Erupted Tooth - Removal of Bone and/or 
Section of Tooth 

$115.00 

D7220 Removal of Impacted Tooth - Soft Tissue $125.00 

D7230 Removal of Impacted Tooth - Partially Bony $165.00 

D7240 Removal of Impacted Tooth - Completely Bony $230.00 

D7241 Removal of Impacted Tooth - Completely Bony, Unusual 
Complications (Narrative Required) 

$245.00 

D7250 Surgical Removal of Residual Tooth Roots (Cutting Procedure) $115.00 
D7251 Coronectomy – Intentional Partial Tooth Removal $165.00 
D7260 Oroantral Fistula Closure $355.00 

D7261 Primary Closure of a Sinus Perforation $330.00 

D7270 Tooth Stabilization of Accidentally Evulsed or Displaced Tooth $180.00 
D7280 Surgical Access of an Unerupted Tooth (Excluding Wisdom 

Teeth) 
$210.00 

D7283 Placement of Device to Facilitate Eruption of Impacted Tooth $49.00 
D7285 Biopsy of Oral Tissue - Hard (Bone, Tooth) (Tooth Related - Not 

allowed when in conjunction with another surgical procedure) 
$180.00 

D7286 Biopsy of Oral Tissue - Soft (All Others) (Tooth Related - Not 
allowed when in conjunction with another surgical procedure) 

$135.00 

D7287 Exfoliative Cytological Sample Collection $78.00 
D7288 Brush Biopsy - Transepithelial Sample Collection $78.00 
D7310 Alveoloplasty in Conjunction with Extractions - four or More 

Teeth or Tooth Spaces - Per Quadrant 
$115.00 

D7311 Alveoloplasty in Conjunction with Extractions - one to three 
Teeth or Tooth Spaces - Per Quadrant 

$56.00 

D7320 Alveoloplasty Not in Conjunction with Extractions - four or More 
Teeth or Tooth Spaces - Per Quadrant 

$155.00 

D7321 Alveoloplasty Not in Conjunction with Extractions - one to three 
Teeth or Tooth Spaces - Per Quadrant 

$74.00 

D7450 Removal of Benign Odontogenic Cyst or Tumor - Up to 1.25cm $195.00 
D7451 Removal of Benign Odontogenic Cyst or Tumor - Greater Than 

1.25cm 
$195.00 

D7471 Removal of Lateral Exostosis (Maxilla or Mandible) $215.00 



 

 27 

D7472 Removal of Torus Palatinus $215.00 
D7473 Removal of Torus Mandibularis $215.00 
D7485 Surgical Reduction of Osseous Tuberosity $155.00 
D7510 Incision and Drainage of Abscess - Intraoral Soft Tissue $74.00 
D7511 Incision and Drainage of Abscess - Intraoral Soft Tissue 

Complicated 
$115.00 

D7880 Occlusal orthotic device, by report - (limit one per 24 
months; only covered in conjunction with 
Temporomandibular Joint (TMJ) treatment) 

$455.00 

D7960 Frenulectomy (Frenectomy or Frenotomy) - Separate Procedure $14.00 
D7963 Frenuloplasty $20.00 
Orthodontics: Tooth Movement. Orthodontic Treatment (Maximum benefit of 24 months of 
interceptive and/or comprehensive treatment. Atypical cases or cases beyond 24 months require 
an additional payment by the patient.)  
D8050 Interceptive Orthodontic Treatment of the Primary Dentition 

(Banding) 
$480.00 

D8060 Interceptive Orthodontic Treatment of the Transitional Dentition 
(Banding) 

$480.00 

D8070 Comprehensive Orthodontic Treatment of the Transitional 
Dentition (Banding) 

$500.00 

D8080 Comprehensive Orthodontic Treatment of the Adolescent 
Dentition (Banding) 

$515.00 

D8090 Comprehensive Orthodontic Treatment of the Adult Dentition 
(Banding) 

$515.00 

D8660 Pre-Orthodontic Treatment Visit $66.00 
D8670 Periodic Orthodontic Treatment Visit (As Part of Contract) 

Children (Up to 19th Birthday): 
24 Month Treatment Fee 
Charge Per Month for 24 Months 
Adults: 
24 Month Treatment Fee 
Charge Per Month for 24 Months 

  
 
$2472.00 
$103.00 
 
$3,336.00 
$139.00 

D8680 Orthodontic Retention (Removal of Appliances, Construction 
and Placement of Retainer(s)) 

$345.00 

D8999 Unspecified Orthodontic Procedure, By Report (Orthodontic 
Treatment Plan and Records) 

$195.00 

General Anesthesia/IV Sedation: General Anesthesia is covered when performed by an oral surgeon 
when medically necessary for covered procedures listed on the Patient Charge Schedule. IV 
Sedation is covered when performed by a Periodontist or oral surgeon when medically necessary for 
covered procedures listed on the Patient Charge Schedule. Plan limitation for this benefit is one 
hour per appointment. There is no coverage for general anesthesia or intravenous sedation when 
used for the purpose of anxiety control or patient management. 
D9220 General Anesthesia - First 30 Minutes  $190.00 
D9221 General Anesthesia - Additional 15 Minutes  $84.00 

D9241 I.V. Conscious Sedation - First 30 Minutes $190.00 

D9242 I.V. Conscious Sedation - Additional 15 Minutes  $73.00 
Emergency Services   
D9110 Palliative (Emergency) Treatment of Dental Pain - Minor 

Procedure 
$48.00 

D9440 Office Visit - After Regularly Scheduled Hours $77.00 

Miscellaneous Services: External Bleaching (D9972) is limited to the use of take-home bleaching 
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trays. All other bleaching methods are not covered.  
D9940 Occlusal guard – By report (limit one per 24 months) $285.00 
D9941 Fabrication of athletic mouthguard (limit one per 12 months) $110.00 
D9951 Occlusal adjustment – Limited $56.00 
D9952 Occlusal adjustment – Complete $260.00 
D9975 External bleaching for home application, per arch; 

includes materials and fabrication of custom trays (all 
other methods of bleaching are not covered) 

$165.00 

This may contain CDT codes and/or portions of, or excerpts from the Nomenclature contained within 
the Current Dental Terminology, a copyrighted publication provided by the American Dental 
Association. The American Dental Association does not endorse any codes which are not included in 
its current publication.  

 

After your enrollment is effective: 
Call the dental office identified in your Welcome Kit. If you wish to change dental offices, a transfer 
can be arranged at no charge by calling CIGNA Dental at the toll-free number listed on your ID card or 
plan materials.  
 
Multiple ways to locate a *DHMO Network General Dentist: 

• Online Network Dentist directory at www.cigna.com  
• Online Network Dentist directory on myCIGNA.com 
• Call the number located on your ID card to use the Dental Office Locator via Speech 

Recognition or speak to a Customer Service Representative 
 
Emergency: If you have a dental emergency as defined in your group’s plan documents, contact your 
Network General Dentist as soon as possible. If you are out of your service area or unable to contact 
your Network Office, emergency care can be rendered by any licensed dentist. Definitive treatment 
(e.g., root canal) is not considered emergency care and should be performed or referred by your 
Network General Dentist. Consult your group’s plan documents for a complete definition of dental 
emergency, your emergency benefit and a listing of Exclusions and Limitations. 
 
*The term “DHMO” is used to refer to product designs that may differ by state of residence of 
enrollee, including but not limited to, prepaid plans, managed care plans, and plans with open access 
features. 
 
“Cigna” and “CIGNA Dental” are registered service marks, and the “Tree of Life” logo is a service mark, 
of CIGNA Intellectual Property, Inc., licensed for use by CIGNA Corporation and its operating 
subsidiaries. All products and services are provided exclusively by such operating subsidiaries, 
including Connecticut General Life Insurance Company (“CGLIC”), Cigna Health and Life Insurance 
Company (“CHLIC”), CIGNA HealthCare of Connecticut, Inc., and CIGNA Dental Health, Inc. (“CDHI”) 
and its subsidiaries, and not by CIGNA Corporation. The CIGNA Dental Care plan is provided by CIGNA 
Dental Health Plan of Arizona, Inc., CIGNA Dental Health of California, Inc., CIGNA Dental Health of 
Colorado, Inc., CIGNA Dental Health of Delaware, Inc., CIGNA Dental Health of Florida, Inc., a Prepaid 
Limited Health Services Organization licensed under Chapter 636, Florida Statutes, CIGNA Dental 
Health of Kansas, Inc. (Kansas and Nebraska), CIGNA Dental Health of Kentucky, Inc., CIGNA Dental 
Health of Maryland, Inc., CIGNA Dental Health of Missouri, Inc., CIGNA Dental Health of New Jersey, 
Inc., CIGNA Dental Health of North Carolina, Inc., CIGNA Dental Health of Ohio, Inc., CIGNA Dental 
Health of Pennsylvania, Inc., CIGNA Dental Health of Texas, Inc., and CIGNA Dental Health of Virginia, 
Inc. In other states, the CIGNA Dental Care plan is underwritten by Connecticut General Life Insurance 
Company, Cigna Health and Life Insurance Company, or CIGNA HealthCare of Connecticut, Inc. and 
administered by CIGNA Dental Health, Inc.  
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Glossary  
Allowed Amount (Traditional Option and Routine Option) ― The actual fee that Delta Dental dentist 
accepts for covered services It is the smaller of: 

• The dentist’s usual charge for the service 
• The applicable Delta Dental Maximum Plan Allowance 

 
Co-payment ― A specific dollar amount you are responsible to pay for covered services. The Co-
payment does not apply towards any Deductible. 
 
Coinsurance (Traditional Option and Routine Option) ― A percentage of the Dental Plan option 
allowance for which you are responsible after the Deductible is satisfied. 
 
Deductible (Traditional Option and Routine Option) ― The dollar amount listed in the Summary of 
benefits for which you are responsible before benefits are paid. 
 
Dentally Necessary ― Services or supplies you receive for the treatment of an illness or injury or other 
health condition, or services that are appropriate for your age as a preventative measure. The fact that 
any particular dentist may prescribe, order, recommend, or approve a service, supply, or level of care 
does not, of itself, make such treatment Dentally Necessary.  
 
Any service or supply provided at a facility will not be considered Dentally Necessary if symptoms or 
conditions indicate that it would be safe to provide the service or supply in a less comprehensive 
setting. 
 
Emergency ― A dental condition that would lead a prudent layperson with an average knowledge of 
dentistry to believe that his condition requires immediate dental procedures necessary to control 
excessive bleeding, relieve severe pain, or eliminate acute infection. If you’re in the DHMO, contact 
your selected dentist in your service area if you have an Emergency. 
 
Experimental ― A drug, device, supply, procedure, or treatment is considered Experimental if the 
claims administrator determines (at his/her sole discretion) at the time of treatment or use: 

• There are not sufficient outcomes data available from controlled clinical trials published in the 
peer review literature to substantiate its safety and effectiveness for the disease or injury 
involved. 

• Required by the FDA, approval has not been granted for marketing. 
• A recognized national medical or dental society or regulatory agency has determined, in 

writing, that it is Experimental, investigational or for research purposes. Or, 
• The written protocols used by the treating facility or the protocol or protocols of any other 

facility studying substantially the same drug, device, procedure or treatment or the written 
informed consent used by the treating facility or by another facility studying the same drug, 
device, procedure or treatment states that it is Experimental, investigational or for research 
purposes. 

 
Documents the claims administrator relies upon to determine whether services are Experimental 
based on the criteria in the above sections may, at the claims administrator’s discretion, include one 
or more items from the following list, which is not all inclusive: 

• Your medical records 
• The written protocol(s) or other document(s) pursuant to which the service has been or will be 

provided  
• The published, authoritative, peer-reviewed medical or scientific literature regarding the 

service as it applies to your condition 
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• Any consent document(s) you or your representative has executed or will be asked to execute 
to receive the service 

• The relevant documents of an independent review board or similar body that approves or 
reviews research at the institution where the service has been or will be provided 

• Any records, regulations, applications or other documents or actions issued by, filed with, or 
received by the FDA or other federal or state agencies with similar functions, that the claims 
administrator has in its possession at the time of the review 

• Opinions and evaluations by national medical associations or committees, consensus panels, 
or other technology evaluation bodies 

 
Lifetime Maximum ― The maximum dollar amount for Orthodontic care paid by the Plan during your 
lifetime.  
 
Maximum Plan Allowance — Delta Dental refers to its reimbursement levels as Maximum Plan 
Allowances (MPA). Delta Dental calculates an MPA for use in payment by it (Delta Dental Payment) 
and by its enrollees (Patient Payment) to Participating and Non-Participating Fee-for-Service Dentists. 
An MPA is calculated by Delta Dental from claim charges submitted on a regional basis for a given 
service by dentists of similar training within the same geographical area. Delta Dental blends the claim 
charges with dentist fee information from a number of other sources, including dentist fee filings, 
using various factors, subject to regulatory limitations and adjustment for extreme difficulty or unusual 
circumstances.  
 
Network Dentist ― A licensed dentist who has signed an agreement with Delta Dental or CIGNA Dental 
to provide general dentistry or specialty care services to you. For the CIGNA DHMO, the term includes 
both Network General Dentists and Network Specialty Dentists.  
 
Network General Dentist ― A licensed dentist who has signed an agreement with CIGNA Dental under 
which he or she agrees to provide dental care services to DHMO members. 
 
Network Specialty Dentist ― A licensed dentist who has signed an agreement with CIGNA Dental under 
which he or she agrees to provide specialized dental care services upon payment authorization by 
CIGNA Dental Health. 
 
Non-Participating Dentist ― A dentist who has not entered into an agreement with Delta Dental or 
CIGNA, as applicable. 
 
Patient Charge Schedule ― List of services covered under your Plan option and how much they cost 
you. 
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