INDIVIDUAL DENTAL BENEFITS POLICY
(with ESSENTIAL PEDIATRIC DENTAL BENEFITS)
issued by
INTERNATIONAL HEALTHCARE SERVICES, INC. (“IHS”)

This is Your individual Policy for coverage issued by International Healthcare Services, Inc.
("IHS™). This Policy, together with the attached Schedule of Benefits, application, and any
amendment or rider amending the terms of this Policy, constitute the entire agreement between You
and Us as described in paragraph “3”, “Changes in Policy” Section XVI of this Policy.

You have the right to return this Policy. Examine it carefully. If You are not satisfied, You may
return this Policy to Us and ask Us to cancel it. Your request must be made in writing within [ten
(10)] [thirty (30)] days from the date You receive this Policy. We will refund any Premium paid
including any Policy fees or other charges.

Renewability. Refer to the Termination of Coverage section of this Policy for the renewal
provisions.

In-Network Benefits. This Policy only covers in-network benefits. To receive in-network benefits
You must receive care exclusively from Participating Providers in Our network except in the case of
the need for Emergency Dental Care. Care Covered under this Policy must be provided, arranged or
authorized in advance by Your Primary Care Dentist and, when required, approved by Us. In order
to receive the benefits under this Policy, You must contact Your Primary Care Dentist before You
obtain the services except wherein Emergency Dental Care is required described in the Pediatric and
Adult Dental Care sections of this Policy. You will be responsible for paying the cost of all care that

is provided by Non-Participating Providers except in the instances when (1) the Member requires
Emergency Dental Care; or (2) the service is authorized by Us.

READ THIS ENTIRE POLICY CAREFULLY. IT IS YOUR RESPONSIBILITY TO
UNDERSTAND THE TERMS AND CONDITIONS IN THIS POLICY.

This Policy is governed by the laws of State of New Jersey.
The coverage evidenced by this Policy provides DENTAL coverage ONLY.
Signed By:

z”[{@ W

President

INTERNATIONAL HEALTHCARE SERVICES, INC.
333 EARLE OVINGTON BLVD., SUITE 300
UNIONDALE, NY 11553
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SECTION | - DEFINITIONS
Defined terms will appear capitalized throughow Eolicy.

Acute: The onset of disease or injury, or a change in Yaandition that would require prompt
medical attention.

Allowed Amount: The maximum amount on which Our payment is basedCtovered Services.
See the Cost-Sharing Expenses and Allowed Amowtibseof this Policy for a description of how
the Allowed Amount is calculated.

Appeal: A request for Us to review a Utilization Review th&n again.
Child Dependent: Your child who is under age 19. Your “Child Depentiencludes:

a) Your biological child;

b) Your legally adopted child;

C) Your step-child;

d) The child of Your Civil Union Partner

e) The child of Your Domestic Partner; and

f) Children under a court appointed guardianship.

We treat a child as legally adopted from the tiime thild is placed in the home for purpose of
adoption. We treat such a child this way whethemaira final adoption order is ever issued.

In addition, to the Child Dependents described abawy other child over whom You have legal
custody or legal guardianship or a blood relatignsiiy be covered to the same extent as a Child
Dependent under the Policy. We may require that ¥obmit proof of: legal custody; legal
guardianship; blood relationship; or legal relasioip, in our discretion.

At our discretion, IHS can require proof that agoer meets the definition of a Child Dependent.

Civil Union: a union that is either established pursuant to Nexgey law or recognized by the
State of New Jersey as a Civil Union.

Civil Union Partner: A person who has established and is in a Civil omiith You.

Copaymert: A fixed amount You pay directly to a Provider fa Covered Service when You
receive the service.

Cost-Sharing: Amounts You must pay for Covered Services expreasgdopayments.

Cover, Covered or Covered ServicesThe Preventive Services and the Medically Necessary
services paid for or arranged for You by Us untierterms and conditions of this Policy.
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Dependent: A Spouse, Civil Union Partner, Domestic Partner,Ghild Dependent whom You
enroll for coverage under this Policy, as describethe General Information section of tRislicy.
However, a Dependent is not a person who is omeadtity in any armed forces of any country.

Once You enroll an eligible Dependent, the Depenttean becomes a “Member”.

Domestic Partner As used in this Policy and pursuant to P.L. 200346, shall mean one of the
following: (1) if the domestic partnership is eme@rinto on or after February 19, 2007, an
individual who (a) is age 62 or older; (b) is eithige same or a different gender than the Employee;
and (c) has established a domestic partnershipthdatfEmployee by filing an affidavit of domestic
partnership and obtaining a certificate of domegstidnership from their local registrar; or (2)h€
domestic partnership is entered into prior to Falyd9, 2007, an individual who (a) is age 18 or
older; (b) is the same gender as the Employee{@nias established a domestic partnership with
the Employee by filing an affidavit of domestic peaarship and obtaining a certificate of domestic
partnership from their local registrar.

Emergency Dental Care:Emergency dental treatment required to alleviate pad suffering
caused by dental disease or trauma. Refer to ttatHe and Adult Dental Care sections of this
Policy for detalils.

Exclusions: Dental care services that We do not pay for or €ove

Hospital: A short term, Acute, general Hospital, which:
. Is primarily engaged in providing, by or under thentinuous supervision of
Physicians, to patients, diagnostic services aedafieutic services for diagnosis,
treatment and care of injured or sick persons;

. Has organized departments of medicine and majgesyr

. Has a requirement that every patient must be uihg@ecare of a Physician or dentist;

. Provides 24-hour nursing service by or under thpesuasion of a registered
professional nurse (R.N.);

. If located in the State of New Jersey, has in éefee¢Hospitalization review plan

applicable to all patients which meets at leastdfamdards set forth in 42 U.S.C.
Section 1395x(k);

. Is duly licensed by the agency responsible fonkagy such Hospitals; and

. Is not, other than incidentally, a place of resplace primarily for the treatment of
tuberculosis, a place for the aged, a place fog a@ddicts, alcoholics, or a place for
convalescent, custodial, educational, or rehabjlitare.

Hospital does not mean health resorts, spas, ionaries at schools or camps.

Hospitalization: Care in a Hospital that requires admission as atient and usually requires an
overnight stay.

IHS: means International Healthcare Services, Inc.

Medically Necessary: Medically Necessary means that a service or supplgrovided by a
recognized health care Provider, and We deterntineir@Discretion, that it is:
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a) necessary for the symptoms and diagnosis omtezatof the condition, lliness or

Injury;

b) provided for the diagnosis, or the direct caré aratment, of the condition, lliness
or Injury;

C) in accordance with generally accepted medicaltjmes

d) not for the convenience of You;

e) the most appropriate level of medical care Y@eds; and

f) furnished within the framework of generally actsp methods of medical
management currently used in the United States.

The fact that a Provider prescribes, orders, recemasor approves the care, the level of care, or
the length of time care is to be received, doeswake the services Medically Necessary.

Medicare: Title XVIII of the Social Security Act, as amended.
Member: You or a covered Dependent for whom required Preisibave been paid by You

Non-Participating Provider: A Provider who doesn’'t have a contract with Us tovile services
to You. You will pay more to see a Non-Participgtidrovider. In the instances when (1) You
require Emergency Dental Care; or (2) the servicauthorized by Us, the services of Non-
Participating Providers are Covered.

Out-of-Pocket Limit: The most You pay during a Plan Year in Cost-Shabeipre We begin to
pay 100% of the Allowed Amount for Covered ServicEsis limit never includes Your Premium,
Balance Biling charges or the cost of dental cgrvices We do not Cover. The Out-of-Pocket
Limit only applies to benefits that are part of getliatric dental essential health benefit.

Participating Provider: A Provider who has a contract with Us to providesses to You. A list
of Participating Providers and their locations isible on Our Third Party Administrator’s
website atvww.healthplex.conor upon Your request to Us. The list will be reddrom time to
time by Us.

Participating Specialist: A Provider who has a contract with Us and is dedifas a pediatric
dentist, endodontist, periodontist, prosthodontish) surgeon or orthodontist.

Physician or Physician ServicesHealth care services a licensed medical Physidd( —
Medical Doctor or D.O. — Doctor of Osteopathic M) provides or coordinates.

Plan Year: A calendar year ending on December 31 of each year.

Policy: This Policy issued by International Healthcare #es; Inc., including the Schedule of
Benefits and any attached riders.

Preauthorization: A decision by Us prior to Your receipt of a CoserService, procedure,
treatment plan, or device that the Covered Serpiagedure treatment plan or device is Medically
Necessary. We indicate which Covered Services redrieauthorization in the Pediatric and Adult
Dental Care Sections of this Policy.
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Premium: The amount that must be paid for Your dental cayetay You. to Us on or before the
due date with such period of grace as set forthimPolicy.

Primary Care Dentist (“PCD"): A Participating Provider who directly provides aroecdinates a
range of dental services for You.

Provider: An appropriately licensed, registered or certifigeintist, dental hygienist or dental

assistant under the laws of the State of New Jamd®y charges and bills patients for Covered
Services. The Provider’s services must be rendeitih the lawful scope of practice for that type

of Provider in order to be Covered under the Policy

Referral: An authorization given to one Participating Provitem another Participating Provider
(usually from a PCD to a Specialist) in order tcaage for additional care for You. A Referral can
be transmitted electronically or by Your Providempleting a paper Referral form. Except as
provided in the Access to Care and TransitionaleCsection of this Policy or as otherwise
authorized by Us, a Referral will not be made tblan-Participating Providern the event the
required Specialist needed to provide a specifivice is not available within the network, a
Referral can be given to a Non-Participating Prewid

Schedule of BenefitsThe section of this Policy that describes the &@opents, and Out-of-Pocket
Limits.

Service Area: The geographical area, designated by Us and apgitmywthe State of New Jersey in
which We provide coverage. Our Service Area comgidtall counties within the State of New
Jersey.

Specialist: A dentist who focuses on a specific area of degtisicluding oral surgery, endodontia,
periodontia, orthodontia, and pediatric dentistoy,a group of patients to diagnose, manage,
prevent or treat certain types of symptoms and itiond.

Spouse:The person to whom You are legally married, incigda same sex Spouse, a Civil Union
Partner and a Domestic Partner.

Subscriber: The person to whom this Policy is issued.

Third Party Administrator: Healthplex, Inc. is Our Third Party Administratdihey are delegated
to performing the following services:

Customer Service

Provider Relations

Claims Adjudication

Utilization Review

Complaints and Appeals.

agrwpdPE

Us, We, Our: International Healthcare Services, Inc. and anymnezhom We legally delegate
performance, on Our behalf, under this Policy.
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Utilization Review: The review to determine whether services are oeWwdically Necessary or
experimental or investigational (including treattnfem a rare disease or clinical trial).

You, Your: The Member.
SECTION Il - HOW YOUR COVERAGE WORKS

A. Coverage under this Policy.

You have purchased a dental coverage Policy fromWWs will provide the benefits described in
this Policy to You and Your eligible Dependents.uYshould keep this Policy with Your other
important papers so that it is available for Yautufe reference.

B. Covered Services.
You will receive Covered Services under the ternts @nditions of this Policy only when the

Covered Service is:

. Medically Necessary or Preventive Services;

. Provided by a Participating Provider except if Egegicy Dental Care is required, or
when there is no Provider in the network to perfoinenservice;

. Listed as a Covered Service;

. Not in excess of any benefit limitations descriliedhe Pediatric and Adult Dental
Care sections of this Policy; and

. Received while You are Covered under this Plan.

C. Participating Providers.
To find out if a Provider is a Participating Prosid
. Check Your Provider directory, available at Youguest by calling Our Third Party
Administrator at 888-468-5175; or
. Call Our Third Party Administrator at 888-468-5105;
. Visit Our Third Party Administrator’s website &tvw.healthplex.com

D. The Role of Primary Care Dentists.

This Policy has a gatekeeper, usually known asimaPy Care Dentist (“PCD”). This Policy
requires that You select a PCD. You may selectPamicipating PCD who is available from the list
of PCDs in the Healthplex Network. You and each @went may select a different PCD. You
need a written Referral from a PCD before recei8pgcialist care from a Participating Provider.
In the event the required Specialist needed toigeoa specific service and is not available within
the network, a Referral can be given to a Non-Eipgtiing Provider.

Your PCD is responsible for determining the mosprapriate treatment for Your dental care
needs. You do not need a Referral from Your PCR Rarticipating Provider or Non-Participating
Provider for Emergency Dental Care.

However the Participating Provider must discusssrices and treatment plan with Your PCD;
agree to follow Our policies and procedures inelgdany procedures regarding Referrals or
Preauthorization for services rendered by suchdifzating Provider; and agree to provide services
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pursuant to a treatment plan (if any) approved By See the Pediatric and Adult Dental Care
sections of this Policy for the services that regjai Referral.

E. Access to PCD and Changing PCDSometimes PCDs in Our Participating Provider
directory are not available. Prior to notifying bisthe PCD You selected, You should call the PCD
to make sure the PCD is accepting new patients.

To see a PCD, call the PCD’s office and tell thédRBat You are an IHS Member, and explain the
reason for Your visit. Have Your ID card availabldhe PCD’s office may ask You for Your ID
number. When You go to the PCD’s office, You shdurddg Your ID card.

You may change Your PCD by calling Healthplex’s ©user Service number at 888-468-5175.
This can be done anytime.

F. Services Subject To Preauthorization.

Our Preauthorization is required before You receiv@overed Service procedure, treatment plan
or device. The Preauthorization process is to deter whether the service procedure, treatment
plan or device is Medically Necessary and therefo@overed Service. Your PCD is responsible for
requesting Preauthorization for in-network servitigted in the Pediatric and Adult Dental Care
sections of this Policy.

G. Medical Management.

The benefits available to You under this Policy auhject to pre-service, concurrent and

retrospective reviews to determine when servicesildhbe covered by Us. The purpose of these
reviews is to promote the delivery of cost-effegtdental care by reviewing the use of procedures
and, where appropriate, the setting or place whieeeservices are to be performed. Covered
Services must be Medically Necessary for beneditset provided.

H. Medically Necessary
Medically Necessary means that a service or supmiyovided by a recognized health care

Provider, and We determine at our discretion, ithat

a) necessary for the symptoms and diagnosis orntezdt of the condition,
lliness or Injury;

b) provided for the diagnosis, or the direct care aatment, of the condition,
lliness or Injury;

C) in accordance with generally accepted medicaltjmes

d) not for the convenience of You;

e) the most appropriate level of medical care Your Your Covered
Dependents need; and

f) furnished within the framework of generally actegp methods of medical
management currently used in the United States.

The fact that a Provider prescribes, orders, recemasor approves the care, the level of care, or
the length of time care is to be received, doeswake the services Medically Necessary.
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See the Utilization Review section of this Poli@r fyour right to an internal Appeal of Our
determination that a service is not Medically Nsegg.

l. Important Telephone Numbers and Addresses.

CLAIMS

International Healthcare Services, Inc.

Att: CLAIMS DEPT.

P.O. Box 9255

Uniondale, NY 11553-9255

*In order to expedite claims adjudication, subntgira forms to this address.

PREAUTHORIZATION

International Healthcare Services, Inc.
333 Earle Ovington Blvd., Suite 300
Uniondale, NY 11553

888-468-5175

MEMBER APPEALS

International Healthcare Services, Inc.
333 Earle Ovington Blvd., Suite 300
Uniondale, NY 11553

888-468-5175

EMERGENCY DENTAL CARE
888-468-5175
24-hour/7 day coverage

MEMBER SERVICES
888-468-5175
* Member Services Representatives are availableddpr Friday 8:00 a.m. — 6:00 p.m.

OUR WEBSITE
www. healthplex.com
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SECTION Ill - ACCESS TO CARE AND TRANSITIONAL CARE

A. Referral to a Non-Participating Provider

If We determine that We do not have a ParticipaBingvider that has the appropriate training and
experience to treat Your condition for the prowisif general/preventive dental care (i.e. special
behavioral issues that may exist), We will appravReferral to an appropriate Non-Participating
Provider. Your Participating Provider must requastr approval of the Referral to a specific Non-
Participating Provider. Approvals of Referrals torNParticipating Providers will not be made for
the convenience of You or another treating Provade may not necessarily be to the specific Non-
Participating Provider requested by You. If We @werthe Referral, all services performed by the
Non-Participating Provider are subject to a treatnmman approved by Us in consultation with
Your PCD, the Non-Participating Provider and Yowve&red Services rendered by the Non-
Participating Provider will be paid as if they weyovided by a Participating Provider. You will
only be responsible only for any applicable in-ratkvCost-Sharing. In the event a Referral is not
approved, any services rendered by a Non-Partiegp&rovider will not be covered.

B. When a Specialist Can Be Your Primary Care Dentis

Anytime You have a life-threatening dental conditior dental disease or a degenerative and
disabling condition or dental disease that requa@escialty care over a long period of time, You
may ask that a Specialist who is a Participatingvider be Your PCD. We will consult with the
Specialist and Your PCD and decide whether thei8stshould be Your PCD. Any Referral will
be pursuant to a treatment plan approved by Usmsudtation with Your PCD, the Specialist and
You. We will not approve a Non-Participating Spéstiainless We determine that We do not have
an appropriate Provider in Our Network. If We apg@ Non-Participating Specialist, Covered
Services rendered by the Non-Participating Spstiplirsuant to the approved treatment plan will
be paid as if they were provided by a Participagmngvider. You will be responsible only for any
applicable in-network Cost-Sharing.

C. Standing Referral to a Participating Specialist vino is a Participating Provider

If You need ongoing specialty care, You may receiVstanding Referral” to a Specialist who is a

Participating Provider. This means that You wilt meed a new Referral from Your PCD every

time You need to see that Specialist. We will céinsith the Specialist and Your PCD and decide
whether You should have a standing Referral. AnfeR& will be pursuant to a treatment plan

approved by Us in consultation with Your PCD, thee8alist and You. The treatment plan may
limit the number of visits, or the period during iefhthe visits are authorized and may require the
Specialist to provide Your PCD with regular updabesthe specialty care provided as well as alll
necessary medical information. We will not appr@avetanding Referral to a Non-Participating

Specialist unless We determine that We do not havappropriate Provider in Our Network. If We

approve a standing Referral to a Non-ParticipaSpgcialist, Covered Services rendered by the
Non-Participating Specialist pursuant to the appdbtreatment plan will be paid as if they were

provided by a Participating Provider. You will besponsible only for any applicable in-network

Cost-Sharing.

D. When Your Provider Leaves the Network
In order for You to continue to receive Coveredvi®ess for up to 90 days, the Provider must agree
to accept as payment the negotiated fee that wadfant just prior to the termination of our
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relationship with the Provider. The Provider mulstoaagree to provide Us necessary medical
information related to Your care and adhere to paiicies and procedures, including those for
assuring quality of care, obtaining PreauthorizgtReferrals, and a treatment plan approved by Us.
If the Provider agrees to these conditions, You meiteive the Covered Services as if they were
being provided by a Participating Provider. Youlwit responsible only for any applicable in-
network Cost-Sharing. Please note that if the Blievwivas terminated by Us due to fraud, imminent
harm to patients or final disciplinary action bytate board or agency that impairs the Provider’s
ability to practice, continued treatment with tRaibvider is not available.

E. New Members In a Course of Treatment

If You are in an ongoing course of treatment wittNan-Participating Provider when Your
coverage under this Policy becomes effective, Yay be able to receive Covered Services for the
ongoing treatment from the Non-Participating Previtbr up to 60 days from the effective date of
Your coverage under this Policy. This course odtiment must be for a life-threatening disease or
condition or a degenerative and disabling conditiodisease.

In order for You to continue to receive Coveredvieess for up to 60 days, the Non-Participating
Provider must agree to accept as payment Our deesi€h services. The Provider must also agree
to provide Us necessary medical information relatedour care and to adhere to Our policies and
procedures including those for assuring qualitgare, obtaining Preauthorization, Referrals, and a
treatment plan approved by Us. If the Provider egrd these conditions, You will receive the
Covered Services as if they were being providedabyarticipating Provider. You will be
responsible only for any applicable in-network C8karing.
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SECTION IV - COST-SHARING EXPENSES AND ALLOWED AMOU NT

A. Copayments
You must pay the Copayments, or fixed amountshénSchedule of Benefits in sections XVI and
XVII of this Policy for Covered Services.

B. Out-of-Pocket Limit for the Pediatric Dental Essatial Health Benefit.

When You or Your Covered Dependents have met Yout-d}Pocket Limit in payment of
Copayments for a Plan Year in the Schedule of Bsnséction of this Policy for the pediatric
dental essential health benefit, We will provideserage for 100% of the Allowed Amount for
Covered Services for the remainder of that Plarr Yagathe pediatric dental essential health benefit
If this Policy covers more than one Member undex 49, when two (2) or more Members under
age 19 covered under this Policy have collectivalgt the Out-of-Pocket Limit payment of
Copayments for a Plan Year in the Schedule of Benséction of this Policy, We will provide
coverage for 100% of the Allowed Amount for the ip&rit dental essential health benefit for the
rest of that Plan Year. Once the Out-of-Pocket Linais been met, there is no additional Cost-
Sharing for the remainder of the Plan Year for gt dental Covered Services.

C. Allowed Amount.

“Allowed Amount” means the maximum amount We wilypfor the services or supplies covered
under this Policy, before any applicable Copaynanbunts are subtracted. We determine Our
Allowed Amount as follows:

The Allowed Amount for Participating Providers wike the amount we have negotiated with the
Participating Provider.

12
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SECTION V - WHO IS COVERED
A. Who is Covered Under this Policy

You, the Subscriber to whom this Policy is issue@, covered under this Policy. You must live or
reside in Our Service Area to be covered underRbicy. Members of Your family may also be
covered depending upon the type of coverage Yactsal. Pediatric Benefit coverage ends when
You or Your Dependent turns 19 years of age. Depen@hildren shall then be covered under the
Adult Benefit Care section until the end of the rymawhich the Child turns 30 years of age. You
and Your Spouse shall be covered and receive Bduefits throughout the term of the Policy.

B. Types of Coverage
We offer the following types of coverage:
1. Individual .. If You selected individual coverage, then You cogered.

2. Individual and Spouse.If You selected individual and Spouse coverage,
then You and Your Spouse are covered.

3. Parent and Child(ren).If You selected parent and child(ren) coveragen the
You and Your Children, as described below, are m@xe

4. Family. If You selected family coverage, then You, Yoyro8se and Your
Child or Children, as described below, are covered.

C. Open Enroliment
[If offered Inside the FFM]

[For Plan Years beginning on or after January 1,62¥ou can enroll under this Policy during an
open enrollment period that runs from NovemberQi,52 through January 31, 2016. If We receive
Your selection on or before December 15, 2015, Yoaverage will begin on January 1, 2016, as
long as the applicable Premium payment is recdyethen. If We receive Your selection between
the dates of December 16, 2015, through Januard®, Your coverage will begin on February
1, 2016, as long as the applicable Premium paynsentceived by then. If We receive Your

selection between the dates of January 16, 20t6ugh January 31, 2016, Your coverage will
begin on March 1, 2016, as long as the applicatdenm payment is received by then.

If You do not enroll during open enroliment, or mhgr a special enrollment period as described
below, You must wait until the next annual opero#iment period to enroll.]

[If offered Outside the FFM]

[You can enroll under this Policy at any time dgrthe calendar year]
D. Special Enrollment Periods

[If offered Inside the FFM]

[Outside the annual open enrollment period, Youw ®ubscriber, Your Spouse, or Child
Dependent, can enroll for coverage within 60 dayar po or after the occurrence of one (1) of the
following events:

1. You or Your Spouse, or Child Dependent involufytalose minimum
essential coverage including COBRA, including ifurare enrolled in a non-
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calendar year group health plan or individual tremisurance coverage, even
if You have the option to renew the coverage.

2. You, Your Spouse or Child Dependent are detemnmewly eligible for
advance payments of the Premium Tax Credit becaagerage You are
enrolled in will no longer be employer-sponsorednimum essential
coverage, including as a result of Your employscaintinuing or changing
available coverage within the next 60 days, pravittext You are allowed to
terminate existing coverage; or

3. You, Your Spouse or Child Dependent lose eligyhibr Medicaid coverage,
but not including Medicaid programs that do not e coverage for
primary or specialty care.

[Outside of the annual open enrolliment period, Y8aur Spouse or Child can be enrolled for
coverage within 60 days of the occurrence of onpe{1he following events:

1. You, Your Spouse or Child Dependent’s enrolimentnon-enroliment in
another qualified dental plan was unintentionadirertent or erroneous.

2. You, Your Spouse or Child Dependent adequatetgodstrate to Us that
another qualified dental plan in which You were adled substantially
violated a material provision of its policy;

3. You, Your Spouse or Child Dependent move and fineceligible for new
gualified dental plans;

4. You gain a Dependent or become a Dependent throngyriage, birth,
adoption or placement for adoption;

5. You lose a Dependent or are no longer considar&kpendent through
divorce, legal separation, or upon the death of ¥oMour Dependents.

6. If You are an Indian, as defined in 25 U.S.C. {8, You may enroll in a
gualified dental plan or change from one qualifieglth plan to another one
(1) time per month;

7. You, Your Spouse or Child Dependent demonstratelg that You meet
other exceptional circumstances as We may provide;

8. You, Your Spouse or Child Dependent were not iptesly a citizen,
national, or lawfully present individual and Youirgauch status;

9. You, Your Spouse or Child Dependent are detemhimewly eligible or
newly ineligible for advance payments of the Premiliax Credit or have a
change in eligibility for cost-sharing reductions;

We must receive notice and we must receive anyiprermpayment within 60 days of one of these
events.

If You have a newborn or adopted newborn Child ¥l receive notice of such birth within 60
days thereafter, coverage for Your newborn startth@ moment of birth; otherwise coverage
begins on the date on which We receive notice. Yaulapted newborn Child will be covered from
the moment of birth if You take physical custodytlod infant as soon as the infant is released from

14
5315744v.7

IHS-AF. POL IHS.AF Adult/Family Ind Dental - 2020



the Hospital after birth and You file a petitionrpuant to the laws of the State of New Jersey
within 60 days of the infant’s birth; and providiedther that no notice of revocation to the adaptio
has been filed pursuant to the laws of the Statéeo¥ Jersey, and consent to the adoption has not
been revoked. If You have individual or individaald Spouse coverage You must also notify Us of
Your desire to switch to parent and child/children family coverage and pay any additional
Premium within 60 days of the birth or adoptionoirder for coverage to start at the moment of
birth. Otherwise, coverage begins on the date aohalWe receive notice and receive the Premium
payment.

If You enroll because You lost minimum essentialazage or because You got married, Your
coverage will begin on the first day of the mordlofwing Your loss of coverage or marriage.

In all other cases, the effective date of Your cage wil depend on when We receive Your
selection. If Your selection is received betweee finst and fifteenth day of the month, Your
coverage will begin on the first day of the follelgi month, as long as Your applicable Premium
payment is received by then. If Your selectioreisaived between the sixteenth day and the last day
of the month, Your coverage will begin on the ficsty of the second month, as long as Your
applicable Premium payment is received by then.]

[If offered outside the FFM]

[Outside of the annual open enroll period, You earoll for coverage within 31 days of the date
the Subscriber gains a Dependent through marradggytion or placement for adoption, except as
otherwise specified below.

We must receive notice and any Premium payment &dtdays of one (1) of the following events:

If You have a newborn or adopted newborn child @l receive notice of such birth within 60
days thereafter, coverage for Your newborn startth@ moment of birth; otherwise coverage
begins on the date on which We receive notice. Yaulapted newborn Child will be covered from
the moment of birth if You take physical custodytlod infant as soon as the infant is released from
the Hospital after birth and You file a petitionrpuant to the laws of the State of New Jersey
within 60 days of the infant’s birth; and providiether that no notice of revocation to the adaptio
has been filed pursuant to the laws of the Statées¥ Jersey, and consent to the adoption has not
been revoked. If You have individual or Individaéal Spouse coverage You must also notify Us of
Your desire to switch to parent and child/children family coverage and pay any additional
Premium within 60 days of the birth or adoptionoirder for coverage to start at the moment of
birth. Otherwise, coverage begins on the date oohMVe receive notice, provided that You pay
any additional Premium when due.

We must receive notice and any Premium payment 3iditdays of one (1) of these events:

In all other cases, the effective date of Your cage wil depend on when We receive Your
selection. If Your selection is received betweee finst and fifteenth day of the month, Your
coverage will begin on the first day of the follelgi month, as long as Your applicable Premium
payment is received by then. If Your selectioreisaived between the sixteenth day and the last day
of the month, Your coverage will begin on the ficsty of the second month, as long as Your
applicable Premium payment is received by then.]
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SECTION VI - PEDIATRIC DENTAL CARE

Please refer to the Schedule of Benefits sectidhi®Policy for Cost-Sharing requirements. Please
see visit limits, and any Preauthorization or Refarequirements that apply to these benefitsig th
Section and in Sections XVII and XVIII.

A. We cover the following Pediatric Dental Care sences:
Dental Benefits

Subject to the limitation outlined below and theplagable Copayments shown in Section XVII
Schedule of Benefits - Pediatric Dental and SeckibtPremiums, we cover, as detailed below, the
diagnostic, preventive, restorative, endodontigjopental, prosthodontic, oral and maxillofacial
surgical, orthodontic and certain adjunctive sawiin the dental benefit package for Covered
Persons through the age of 18 when services axgdpobby a Participating Provider or by a Non-
Participating Provider who performs Emergency DieGtae or preauthorized services.

. Dental services are available from birth with ae age dental visit encouraged.
. A second opinion is allowed.
. Emergency treatment is available without Preautlation. Emergency treatment

includes, but may not be limited to treatment foain, Acute or chronic infection,
facial, oral or head and neck injury, lacerationtr@uma, facial, oral or head and
neck swelling, extensive, abnormal bleeding, freetiof facial bones or dislocation
of the mandible.

. Diagnostic and preventive services are linked sogfovider, thus allowing You to
transfer to a different provider/practice and ree¢hese services. The new Provider
is encouraged to request copies of diagnostic gaaphs if recently provided. If they
are not available radiographs needed to diagnaséreat will be allowed.

. Denials of services to the dentist shall include explanation and identify the
reviewer including their contact information.

. Services with a dental laboratory component thatnct be completed can be
considered for prorated payment based on stagengbletion.

. Unspecified services for which a specific procedoogle does not exist can be
considered with detailed documentation and diagnosterials as needed by report.

. Services that are considered experimental in natiliraot be considered.

. This Policy will not cover any charges for brokgrpaintments.

Diagnostic Services

* Indicated diagnostic services that can be comsa@l@very 3 months for individuals with special
healthcare needs are denoted with an asterisk.
a) Clinical oral evaluations once every 6 months *
1. Comprehensive oral evaluation— complete evalnatihich includes a
comprehensive and thorough inspection of the omlity to include
diagnosis, an oral cancer screening, charting bfalhormalities, and
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development of a complete treatment plan allowedeoper year with
subsequent service as periodic oral evaluation

2. Periodic oral evaluation — subsequent thorougtiuation of an established
patient*

3. Oral evaluation for patient under the age of 8 eounseling with primary
caregiver*

4, Limited oral evaluations that are problem focused

5. Detailed oral evaluations that are problem foduse

b) Diagnostic Imaging with interpretation
1. A full mouth series can be provided every 3 ye@he number of films/views

expected is based on age with the maximum beingtdgoral films/views.
An extraoral panoramic film/view and bitewingsym#e substituted for the
full mouth series with the same frequency limit.

Additional films/views needed for diagnosing ¢enprovided as needed.
Bitewings, periapicals, panoramic and cephlometdiographic images
Intraoral and extraoral radiographic images

Oral/facial photographic images

Maxillofacial MR, ultrasound

Cone beam image capture

C) Tests and Examinations

d) Viral culture

e) Collection and preparation of saliva sample &bolatory diagnostic testing

N
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f) Diagnostic casts — for diagnostic purposes omlg aot in conjunction with other
services
0) Oral pathology laboratory
1. Accession/collection of tissue, examination — sgroand microscopic,
preparation and transmission of written report
2. Accession/collection of exfoliative cytologic same, microscopic
examination, preparation and transmission of atewiteport
3. Other oral pathology procedures, by report

Preventive Services

* Indicates preventive services that can be comnsalevery 3 months for individuals with special
healthcare needs are denoted with an asterisk.
a) Dental prophylaxis once every 6 months*
b) Topical fluoride treatment once every 6 months eonjunction with prophylaxis as
a separate service*
C) Fluoride varnish once every 3 months for childueder the age of 6
d) Sealants, limited to one time application tooaltlusal surfaces that are unfilled and
caries free, in premolars and permanent molarslaBement of sealants can be
considered with Preauthorization.

e) Space maintainers — to maintain space for emptib permanent tooth/teeth,
includes placement and removal
1. fixed — unilateral and bilateral
2. removable — bilateral only
3. recementation of fixed space maintainer
17
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4, removal of fixed space maintainer — consideregfovider that did not place
appliance

Restorative Services

There are no frequency limits on replacing restonst(filings) or crowns.

Request for replacement due to failure soon aftesertion, may require

documentation

To demonstrate material failure as the cause.

Reimbursement will include the restorative mateaatl all associated materials
necessary to provide the standard of care, pogsloih restoration, and local

anesthesia.

The reimbursement for any restoration on a tootll &le for the total number of

surfaces to be restored on that date of service.

Only one procedure code is reimbursable per tootte when amalgam and
composite restorations are placed on the same.tooth

Reimbursement for an occlusal restoration incluadgsextensions onto the occlusal
one-third of the buccal, facial or lingual surfaegf the tooth.

Extension of interproximal restorations into sddfamsing areas will not be

considered as additional surfaces. Extension ofrastpration into less than 1/3 of
an adjacent surface is not considered an additisnalace and will not be

reimbursable (or if paid will be recovered).

Restorative service to include:

a)

b)

C)

d)

9)
h)

5315744v.7
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Restorations (fillings) — amalgam or resin basauposite for anterior and posterior
teeth. Service includes local anesthesia, pulp(dapct or indirect) polishing and
adjusting occlusion.

Gold foil - . Service includes local anesthepialishing and adjusting occlusion but

only covered if the place of service is a teaclmsgjtution or residency program

Inlay/onlay restorations — metallic, service utgs local anesthesia, cementation,

polishing and adjusting occlusion but only covefele place of service is a teaching

institution or residency program.

Porcelain fused to metal, cast and ceramic crdisingle restoration) — to restore

form and function.

1. Service requires Preauthorization and will notcbasidered for cosmetic
reasons, for teeth where other restorative mageniall be adequate to
restore form and function or for teeth that are inodcclusion or function
and have a poor long term prognosis

2. Service includes local anesthesia, temporary enelacement, insertion with
cementation, polishing and adjusting occlusion.
3 Provisional crowns are not covered.

Recement of inlay, onlay, custom fabricated/cagirefabricated post and core and
crown,

Prefabricated stainless steel, stainless stemlvricrwith resin window and resin

crowns. Service includes local anesthesia, ingesitth cementation and adjusting
occlusion.

Core buildup including pins

Pin retention
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)] Indirectly fabricated (custom fabricated/castyl ganefabricated post and core
)i Additional fabricated ( custom fabricated/castyl grefabricated post
k) Post removal

)] Temporary crown (fractured tooth)
m) Additional procedures to construct new crown uredésting partial denture
n) Coping

0) Crown repair
p) Protective restoration/sedative filling

Endodontic Services
. Services require Preauthorization with submissidndiagnostic materials and
documentation of need and will not be considereddeth that are not in occlusion
or function and have poor long term prognosis. Tbhadition of the rest of the
Member’s oral cavity, including missing teeth, watted decay, and periodondic
condition, will be considered when determining ldvweg-term prognosis of the tooth.

. Teeth must be in occlusion, periodontally soun@deel for function and have good
long term prognosis.

. Service includes all necessary radiographs or viexesled for endodontic treatment.

. Emergency services for pain do not require Preaiziion

Endodontic services, subject to the limitationsvehshall include:
a) Therapeutic pulpotomy for primary and permaneath

b) Pulpal debridement for primary and permanentteet

C) Partial pulpotomy for apexogensis

d) Pulpal therapy for anterior and posterior primasth

e) Endodontic therapy and retreatment

f) Treatment for root canal obstruction, incompldterapy and internal root repair of
perforation

0) Apexification: initial, interim and final visits

h) Pulpal regeneration

)] Apicoectomy/Periradicular Surgery

)i Retrograde filling

k) Root amputation

l) Surgical procedure for isolation of tooth withbher dam
m) Hemisection

n) Canal preparation and fitting of preformed doaepost
0) Post removal

Periodontal Services

Services require Preauthorization with submissibmliagnostic materials and documentation of
need.

a) Surgical services
1. Gingivectomy and gingivoplasty
2. Gingival flap including root planning

3. Apically positioned flap
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4 Clinical crown lengthening

5. Osseous surgery

6. Bone replacement graft — first site and additisitas
7 Biologic materials to aid soft and osseous tisegeneration
8. Guided tissue regeneration

9. Surgical revision

10. Pedicle and free soft tissue graft

11.  Subepithelial connective tissue graft

12. Distal or proximal wedge

13. Soft tissue allograft

14. Combined connective tissue and double pedieilt gr

b) Non-Surgical Periodontal Service
1. Provisional splinting — intracoronal and extrawwal — can be considered for
treatment of dental trauma
2. Periodontal root planing and scaling — with Ptkartzation can be
considered every 6 months for individuals with s@ldgealthcare needs
3. Full mouth debridement to enable comprehensiatuation
4. Localized delivery of antimicrobial agents
C) Periodontal maintenance

Prosthodontic Services

. All dentures and maxillofacial prosthetics requRmeauthorization.

. Fixed prosthodontics (fixed bridges) will normatiply be considered if extenuating
circumstances exist. A Preauthorization shall bémstied to an IHS dental
consultant with recent diagnostic full mouth radeghs and written documentation
of the circumstances.

. New dentures or replacement dentures may be coedidsery 7/, years unless
dentures become obsolete due to additional extrector are damaged beyond
repair.

. All needed dental treatment must be completed poiatenture fabrication.

. Patient identification must be placed in denturesccordance with State Board
regulation.

. Insertion of dentures includes adjustments for @tm® post insertion.

. Prefabricated dentures or transitional denturesdhatemporary in nature are not
covered.

Prosthodontic services to include:

a) Complete dentures and immediate complete dentuneaxillary and mandibular to
address masticatory deficiencies. Excludes prefatail dentures or dentures that
are temporary in nature

b) Partial denture — maxillary and mandibular tolaep missing anterior tooth/teeth
(central incisor(s), lateral incisor(s) and cusgiyl(and posterior teeth where
masticatory deficiencies exist due to fewer thaghteposterior teeth (natural or
prosthetic) resulting in balanced occlusion.

1. Resin base and cast frame dentures includingcanyentional clasps, rests
and teeth
2. Flexible base denture including any clasps, rastisteeth
20
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C)
d)

9)

h)
)

)

K)

5315744v.7
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3. Removable unilateral partial dentures or dentwrébout clasps are not
considered

Overdenture — complete and partial

Denture adjustments —6 months after insertiorepair

Denture repairs — includes adjustments for @irstonths following service

Denture rebase — following 12 months post dentimsertion and subject to

Preauthorization denture rebase is covered anddesl| adjustments for first 6

months following service

Denture relines — following 12 months post deatunsertion denture relines are

covered once a year without Preauthorization antides adjustments for first 6

months following service

Precision attachment, by report

Mauxillofacial prosthetics - includes adjustmefus first 6 months following service

1. Facial moulage, nasal, auricular, orbital, ogulacial, nasal septal, cranial,
speech aid, palatal augmentation, palatal lift fress — initial, interim and
replacement

2 Obturator prosthesis: surgical, definitive anddifications

3 Mandibular resection prosthesis with and withguitie flange

4, Feeding aid

5. Surgical stents

6 Radiation carrier

7 Fluoride gel carrier

8. Commissure splint

9. Surgical splint

10. Topical medicament carrier

11.  Adjustments, modification and repair to a mafaltial prosthesis

12. Maintenance and cleaning of maxillofacial presth

Implant Services — are limited to cases wheraafadefects and or deformities

resulting from trauma or disease result in losslerfitition capable of supporting a

maxillofacial prosthesis or cases where documentatemonstrates lack of retention

and the inability to function with a complete dewtdor a period of two years.

1. Covered Services, subject to the limitations aborclude: implant body,
abutment and crown.

Fixed prosthodontics (fixed bridges) — are s@lecand limited to cases with an
otherwise healthy dentition with unilateral missitgoth or teeth generally for
anterior replacements where adequate space exists.

1. The replacement of an existing defective fixedd® is also allowed when
noted criteria are met.
2. A Member with special health needs that resutheinability to tolerate a

removable denture can be considered for a fixedgbror replacement of a
removable denture with a fixed bridge.

3. Considerations and requirements noted for sirgle/ns apply

4. Posterior fixed bridge is only considered forralateral case when there is
masticatory deficiency due to fewer than eight eost teeth in balanced
occlusion with natural or prosthetic teeth.
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5. Abutment teeth must be periodontally sound anek e good long term
prognosis

6. Repair and recementation

Pediatric partial denture — for select cases taintain function and space for

permanent anterior teeth with premature loss ahgmy anterior teeth, subject to

Preauthorization.

Oral and Maxillofacial Surgical Services

Local anesthesia, suturing and routine post opfasisuture removal are included with service.

a)

b)

d)

9)
h)
)
)
K)
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Extraction of teeth:

1. Extraction of coronal remnants — deciduous tooth,

2. Extraction, erupted tooth or exposed root

3. Surgical removal of erupted tooth or residuakroo

4, Impactions: removal of soft tissue, partially bpncompletely boney and

completely bony with unusual surgical complications
Extractions associated with orthodontic servioest not be provided without proof
that the orthodontic service has been approved.
Other surgical Procedures

1. Oroantral fistula

2. Primary closure of sinus perforation and singsirs

3. Tooth reimplantation of an accidentally avulseddsplaced by trauma or
accident

4. Surgical access of an unerupted tooth

5. Mobilization of erupted or malpositioned toothaid eruption

6 Placement of device to aid eruption

7 Biopsies of hard and soft tissue, exfoliativeotygical sample collection and

brush biopsy
8. Surgical repositioning of tooth/teeth
9. Transseptal fiberotomy/supra crestal fiberotomy
10. Surgical placement of anchorage device withitroumt flap
11. Harvesting bone for use in graft(s)
Alveoloplasty in conjunction or not in conjunatiavith extractions
Vestibuloplasty
Excision of benign and malignant tumors/lesions
Removal of cysts (odontogenic and nonodontogemd)foreign bodies
Destruction of lesions by electrosurgery
Removal of lateral exostosis, torus palatinusoous madibularis
Surgical reduction of osseous tuberosity
Resections of maxilla and mandible - Includesg@ment or removal of appliance
and/or hardware to same Provider.
Surgical Incision

1. Incision and drainage of abscess - intraoraleasichoral
2. Removal of foreign body

3. Partial ostectomy/sequestrectomy

4 Maxillary sinusotomy
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m) Fracture repairs of maxilla, mandible and fab@hes — simple and compound, open
and closed reduction. Includes placement or renahappliance and/or hardware to
same Provider.

n) Reduction of dislocation and management of ottemporomandibular joint
dysfunctions (TMJD), with or without appliance. kmtes placement or removal of
appliance and/or hardware to same Provider.

1. Reduction - open and closed of dislocation. khetuplacement or removal of
appliance and/or hardware to same Provider.

Manipulation under anesthesia

Condylectomy, discectomy, synovectomy

Joint reconstruction

Services associated with TMJD treatment requieadithorization

0) Arthrotomy arthroplasty, arthrocentesis and adiwoscopic lysis and lavage

p) Arthroscopy

q) Occlusal orthotic device — includes placementr@mioval to same Provider

r Surgical and other repairs

Repair of traumatic wounds — small and complitate

Skin and bone graft and synthetic graft

Collection and application of autologous bloodaentrate

Osteoplasty and osteotomy

LeFort I, II, Il with or without bone graft

Graft of the mandible or maxilla — autogenous@nautogenous

Sinus augmentations

Repair of maxillofacial soft and hard tissue defe

Frenectomy and frenoplasty

Excision of hyperplastic tissue and pericor@madiva

Sialolithotomy, sialodochoplasty, excision of Halivary gland and closure of

salivary fistula

Emergency tracheotomy

Coronoidectomy

Implant — mandibular augmentation purposes

Appliance removal — “by report” for Provider thdid not place appliance,

splint or hardware

aRwN
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Orthodontic Services

Medical necessity must be met by demonstrating reetienctional difficulties, developmental
anomalies of facial bones and/or oral structurasiaf trauma resulting in functional difficulties o

documentation of a psychological/psychiatric diagisofrom a mental health Provider that
orthodontic treatment will improve the mental/psyldgical condition of the Member.

. Orthodontic treatment requires Preauthorization iantbt considered for cosmetic
purposes.

. Orthodontic consultation can be provided once alnas needed by the same
Provider.

. Pre-orthodontic treatment visit for completion bétHLD (NJ-Mod2) assessment

form and diagnostic photographs and panoramic gadph/views is required for
consideration of services.
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. Orthodontic cases that require extraction of peenateeth must be approved for
orthodontic treatment prior to extractions beingyied. The orthodontic approval
should be submitted with Referral to oral surgepdentist providing the extractions
and extractions should not be provided without pr@foapproval for orthodontic

service.

. Initiation of treatment should take into considenatime needed to treat the case to
ensure treatment is completed prior to the Memligdth birthday.

. Periodic oral evaluation, preventive services aadded dental treatment must be
provided prior to initiation of orthodontic treatnte

. The placement of the appliance represents thentegditstart date.

. Reimbursement includes placement and removal ofiampp. Removal can be

requested by report as separate service for Pmotde did not start case and
requires Preauthorization.

. Completion of treatment must be documented to declliagnostic photographs and
panoramic radiograph/view of completed case andhitdnl when active treatment
has ended and bands are removed. Date of sereddsuidate of band removal.

Orthodontic services, subject to the limitations\ah) shall include:

a) Limited treatment for the primary, transitionatiaadult dentition

b) Interceptive treatment for the primary and tramsal dentition

C) Minor treatment to control harmful habits

d) Continuation of transfer cases or cases stateside of the program

e) Comprehensive treatment for handicapping malsiis of adult dentition. Case

must demonstrate medical necessity based on sataestjual to or greater than 26
on the HLD (NJ-Mod2) assessment form with diagmastols substantiation or total
scores less than 26 with documented medical négessi

f) Orthognathic Surgical Cases with comprehensivkamiontic treatment
0) Repairs to orthodontic appliances

h) Replacement of lost or broken retainer

i) Rebonding or recementing of brackets and/or bands

Request for treatment must include diagnostic naseto demonstrate need, the completed HDL
(NJ-Mod?2) form and documentation that all needeatalgpreventive and treatment services have
been completed.

Approval for comprehensive treatment is for up Povisits at a time with request for continuation
to include the previously mentioned documentatiath most recent diagnostic tools to demonstrate
progression of treatment.

Adjunctive General Services

a) Palliative treatment for emergency treatment —vsi
b) Anesthesia
1. Local anesthesia NOT in conjunction with opetw surgical procedures.
2. Regional block
3. Trigeminal division block.
24
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4, Deep sedation/general anesthesia provided byistdeegardless of where
the dental services are provided for a medical itiondcovered by this
Policy which requires Hospitalization or generatsthesia. 2 hour maximum

time
5. Intravenous conscious sedation/analgesia — 2 haximum time
6. Nitrous oxide/analgesia
7. Non-intravenous conscious sedation — to includéroedications
C) Behavior management — for additiotiele required to provide services to a Member

with special needs that requires more time thaeigdiy required to provide a dental
service. Request must indicate specific medicgraiais and clinical appearance.
* One unit equals 15 minutes of additional time
» Utilization thresholds are based on place of seras follows. Preauthorization is
required when thresholds are exceeded.
¢ Office or Clinic maximum — 2 units
° Inpatient/Outpatient Hospital — 4 units
¢ Skilled Nursing/Long Term Care — 2 units
d) Consultation by Specialist or non-primary carevier
e) Professional visits
* House or facility visit — for a single visit to adility regardless of the number of
members seen on that day.
* Hospital or ambulatory surgical center call
° For cases that are treated in a facility.
° For cases taken to the operating room —dentaicesnare provided for
patient with a medical condition covered by thislidyowhich requires this
admission as in-patient or out-patient. Preauthtidn is required.
° General anesthesia and outpatient facility charfgesdental services are
covered
° Dental services rendered in these settings by rdistienot on staff are
considered separately
Office visit for observation — (during regular heurno other service
performed
f) Drugs
* Therapeutic parenteral drug
° Single administration
° Two or more administrations - not to be combinetth single administration
* Other drugs and/or medicaments — by report
0) Application of desensitizing medicament — peit vis
h) Occlusal guard — for treatment of bruxism, clemglor grinding
i) Athletic mouthguard covered once per year
)i Occlusal adjustment
* Limited - (per visit)
* Complete (regardless of the number of visits), ancelifetime
k) Odontoplasty
l) Internal bleaching
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SECTION VII - ADULT DENTAL CARE

Please refer to the Schedule of Benefits sectighi®Policy for Cost-Sharing requirements. Please
see visit limits, and any Preauthorization or Refarequirements that apply to these benefitsig th
Section and in Section XVIII.

We cover the following Adult Dental Care services:
Dental Benefits

Subject to the limitations outlined below and tppleable Copayments shown in the Section XVIII
Schedule of Benefits — Adult Dental and Section X@¥emiums and as set forth in the Exclusion
and Limitations section located at the end of @estion, We cover, as detailed below, the
diagnostic, preventive, restorative, endodontigjopental, prosthodontic, oral and maxillofacial

surgical, and certain adjunctive services in thetalebenefit package for Covered Adults when
services are provided by a Participating Providelbyoa Non-Participating Provider who performs

Emergency Dental Care or preauthorized services.

. A second opinion is allowed.

. Emergency treatment is available without Preautlation. Emergency treatment
includes, but may not be limited to treatment foain, Acute or chronic infection,
facial, oral or head and neck injury, lacerationt@uma, facial, oral or head and
neck swelling, extensive, abnormal bleeding, freetiof facial bones or dislocation
of the mandible.

. Diagnostic and preventive services are linked ®oRhovider, thus allowing You to
transfer to a different Provider/practice and ree¢hese services. The new Provider
is encouraged to request copies of diagnostic gaaphs if recently provided. If they
are not available radiographs needed to diagnaséreat will be allowed.

. Denials of services to the dentist shall include explanation and identify the
reviewer including their contact information.

. Services with a dental laboratory component thatnct be completed can be
considered for prorated payment based on stagengbletion.

. Unspecified services for which a specific procedoogle does not exist can be
considered with detailed documentation and diagnosterials as needed by report.

. Services that are considered experimental in natiliraot be considered.

. This Policy will not cover any charges for brokgrpaintments.

Diagnostic Services

* Indicated diagnostic services that can be comsa@l@very 3 months for individuals with special
healthcare needs are denoted with an asterisk.
a) Clinical oral evaluationstwice in a 12 month period*
1. Comprehensive oral evaluation— complete evalnatihich includes a
comprehensive and thorough inspection of the omlity to include
diagnosis, an oral cancer screening, charting bfabhormalities, and
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development of a complete treatment plan allowedeoper year with
subsequent service as periodic oral evaluation

2. Periodic oral evaluation — subsequent thorougtiuation of an established
patient*
3. Limited oral evaluations that are problem focused
4, Detailed oral evaluations that are problem foduse
b) Diagnostic Imaging with interpretation
1. A full mouth series can be provided every 3 years
2. An extraoral panoramic film/view and bitewingsym#e substituted for the

full mouth series with the same frequency limit.

Additional films/views needed for diagnosing ¢enprovided as needed.
Bitewings, periapicals, panoramic and cephlometdiographic images
Intraoral and extraoral radiographic images

Oral/facial photographic images

Maxillofacial MR, ultrasound

Cone beam image capture

C) Tests and Examinations

d) Viral culture

©ONOoO O~ W

e) Collection and preparation of saliva sample &bolatory diagnostic testing
f) Diagnostic casts — for diagnostic purposes onlgt aot in conjunction with other
services
0) Oral pathology laboratory
1. Accession/collection of tissue, examination — sgroand microscopic,
preparation and transmission of written report
2. Accession/collection of exfoliative cytologic sams, microscopic
examination, preparation and transmission of atewiteport
3. Other oral pathology procedures, by report

Preventive Services

Dental prophylaxis twice every 12 months. This mencan be considered every 3 months for
individuals with special healthcare needs.

Restorative Services

. There are no frequency limits on replacing restonat(fillings).

. Preauthorization is required for all crowns andldie based on substantial loss of
tooth structure and the condition of the remainewth and supporting tissue.

. Request for replacement due to failure soon aftesertion, may require
documentation to demonstrate material failure asctuse.

. Reimbursement will include the restorative mateaatl all associated materials
necessary to provide the standard of care, pogsloh restoration, and local
anesthesia.

. The reimbursement for any restoration on a toodil sle for the total number of
surfaces to be restored on that date of service.

. Only one procedure code is reimbursable per tootte when amalgam and

composite restorations are placed on the same.tooth
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Reimbursement for an occlusal restoration incluadgsextensions onto the occlusal
one-third of the buccal, facial or lingual surfagegf the tooth.

Extension of interproximal restorations into sddfamsing areas will not be
considered as additional surfaces. Extension ofrastpration into less than 1/3 of
an adjacent surface is not considered an additisnalace and will not be
reimbursable (or if paid will be recovered).

Restorative service to include:

a)

b)

c)

d)

e)

)

9)
h)

)
)
K)
)

m)
n)
0)

Restorations (fillings) — amalgam or resin basauposite for anterior and posterior
teeth. Service includes local anesthesia, pulp(dapct or indirect) polishing and
adjusting occlusion.

Gold foil - . Service includes local anesthepialishing and adjusting occlusion but

only covered if the place of service is a teaclmsgjtution or residency program

Inlay/onlay restorations — metallic, service utgs local anesthesia, cementation,

polishing and adjusting occlusion but only coveféle place of service is a teaching

institution or residency program

Porcelain fused to metal, cast and ceramic crdisingle restoration) — to restore

form and function. (Preauthorization required)

1. Service requires Preauthorization and will notcbasidered for cosmetic
reasons, for teeth where other restorative mageniall be adequate to
restore form and function or for teeth that are inobcclusion or function
and have a poor long term prognosis

2. Service includes local anesthesia, temporary enelacement, insertion with
cementation, polishing and adjusting occlusion.
3 Provisional crowns are not covered.

Recement of inlay, onlay, custom fabricated/cagirefabricated post and core and
crown,

Core buildup including pins

Pin retention

Indirectly fabricated (custom fabricated/cast)d aprefabricated post and core
(Preauthorization required)

Additional fabricated ( custom fabricated/cast)nda prefabricated post
(Preauthorization required)

Post removal

Temporary crown (fractured tooth)

Additional procedures to construct new crown undisting partial denture
(Preauthorization required)

Coping

Crown repair

Protective restoration/sedative filling

Endodontic Services

5315744v.7
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Services require Preauthorization with submissidndiagnostic materials and
documentation of need and will not be considereddeth that are not in occlusion
or function and have poor long term prognosis. ¢brdition of the rest of Your
oral cavity, including missing teeth, untreatedaje@nd periodondic condition, will
be considered when determining the long-term preigraf the tooth.
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. Teeth must be in occlusion, periodontally soun@deel for function and have good
long term prognosis.

. Service includes all necessary radiographs or viexesled for endodontic treatment.

. Emergency services for pain do not require Preaiziion.

Endodontic services, subject to the limitationsvehshall include:
a) Therapeutic pulpotomy for primary and permaneath

b) Pulpal debridement for primary and permanentteet

C) Partial pulpotomy for apexogensis

d) Pulpal therapy for anterior and posterior primasth

e) Endodontic therapy and retreatment

f) Treatment for root canal obstruction, incompldterapy and internal root repair of
perforation

0) Apexification: initial, interim and final visits

h) Pulpal regeneration

)] Apicoectomy/Periradicular Surgery

)i Retrograde filling

k) Root amputation

l) Surgical procedure for isolation of tooth withbher dam
m) Hemisection

n) Canal preparation and fitting of preformed doaepost
0) Post removal

Periodontal Services

Services require Preauthorization with submissibmliagnostic materials and documentation of
need.
a) Surgical services
Gingivectomy and gingivoplasty
Gingival flap including root planning
Apically positioned flap
Clinical crown lengthening
Osseous surgery
Bone replacement graft — first site and additisitas
Biologic materials to aid soft and osseous tisegeneration
Guided tissue regeneration
Surgical revision
10. Pedicle and free soft tissue graft
11.  Subepithelial connective tissue graft
12. Distal or proximal wedge
13. Soft tissue allograft
14. Combined connective tissue and double pedicit gr
b) Non-Surgical Periodontal Service
1. Provisional splinting — intracoronal and extrawwal — can be considered for
treatment of dental trauma

©CoNohA~wWNE
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c)

2. Periodontal root planing and scaling — can besidened for up to 4
guadrants every 12 months without Preauthorizayeauthorization shall
be obtain for additional quadrants.

3. Full mouth debridement to enable comprehensiatuation

4. Localized delivery of antimicrobial agents

Periodontal maintenance

Prosthodontic Services

Services require Preauthorization with submissibmliagnostic materials and documentation of

need.

All dentures and maxillofacial prosthetics requRmeauthorization.

Fixed prosthodontics (fixed bridges) will normatiply be considered if extenuating
circumstances exist. A Preauthorization shall bénstied to an IHS dental
consultant with recent diagnostic full mouth radeghs and written documentation
of the circumstances.

New dentures or replacement dentures may be coedidsery 7/, years unless
dentures become obsolete due to additional extretor are damaged beyond
repair.

All needed dental treatment must be completed poiatenture fabrication.

Patient identification must be placed in denturesccordance with State Board
regulation.

Insertion of dentures includes adjustments for @tm® post insertion.

Prefabricated dentures or transitional denturesdhatemporary in nature are not
covered.

Prosthodontic services to include:

a)

b)

d)
e)

5315744v.7
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Complete dentures and immediate complete dentuneaxillary and mandibular to
address masticatory deficiencies. Excludes prefatail dentures or dentures that
are temporary in nature

Partial denture — maxillary and mandibular tolaep missing anterior tooth/teeth
(central incisor(s), lateral incisor(s) and cusgiyl(and posterior teeth where
masticatory deficiencies exist due to fewer thaghteposterior teeth (natural or
prosthetic) resulting in balanced occlusion.

1. Resin base and cast frame dentures includingcanyentional clasps, rests
and teeth

2. Flexible base denture including any clasps, rastisteeth

3. Removable unilateral partial dentures or dentwébout clasps are not
considered

Overdenture — complete and partial

Denture adjustments —6 months after insertiorepair

Denture repairs — includes adjustments for @irstonths following service

Denture rebase — following 12 months post dentimsertion and subject to
Preauthorization denture rebase is covered anddesl| adjustments for first 6
months following service
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0) Denture relines — following 12 months post deatunsertion denture relines are
covered once a year without Preauthorization antlides adjustments for first 6
months following service

h) Precision attachment, by report
i) Mauxillofacial prosthetics - includes adjustmefus first 6 months following service
1. Facial moulage, nasal, auricular, orbital, ogulacial, nasal septal, cranial,

speech aid, palatal augmentation, palatal lift fress — initial, interim and
replacement

2 Obturator prosthesis: surgical, definitive anddifications

3 Mandibular resection prosthesis with and withguitie flange

4, Feeding aid

5. Surgical stents

6 Radiation carrier

7 Fluoride gel carrier

8. Commissure splint

9. Surgical splint

10. Topical medicament carrier (Preauthorizatioruireql)

11.  Adjustments, modification and repair to a mafaltial prosthesis

12. Maintenance and cleaning of maxillofacial prests

)] Implant Services — are limited to cases wheraafagefects and or deformities
resulting from trauma or disease result in losslerfdtition capable of supporting a
maxillofacial prosthesis or cases where documentatemonstrates lack of retention
and the inability to function with a complete demetdor a period of two years.

1. Covered Services, subject to the limitations aborclude: implant body,
abutment and crown.

k) Fixed prosthodontics (fixed bridges) — are s@lecand limited to cases with an
otherwise healthy dentition with unilateral missitgoth or teeth generally for
anterior replacements where adequate space exists.

1. The replacement of an existing defective fixedd® is also allowed when
noted criteria are met.

2. Considerations and requirements noted for sitiglens apply

3. Posterior fixed bridge is only considered forralateral case when there is
masticatory deficiency due to fewer than eight eost teeth in balanced
occlusion with natural or prosthetic teeth.

4, Abutment teeth must be periodontally sound anek e good long term
prognosis
5. Repair and recementation

Oral and Maxillofacial Surgical Services

Services require Preauthorization with submissibmliagnostic materials and documentation of
need.

Local anesthesia, suturing and routine post opfasisuture removal are included with service.

a) Extraction of teeth:
1. Extraction of coronal remnants — deciduous tooth,
2. Extraction, erupted tooth or exposed root
3. Surgical removal of erupted tooth or residuakroo
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b)

d)
e)

9)
h)
)
)

K)

n)
0)
p)
Q)

5315744v.7
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4, Impactions: removal of soft tissue, partially bpncompletely boney and
completely bony with unusual surgical complications
Other surgical Procedures

1. Oroantral fistula

2. Primary closure of sinus perforation and sinysirs

3. Tooth reimplantation of an accidentally avulseddsplaced by trauma or
accident

4 Surgical access of an unerupted tooth

5. Mobilization of erupted or malpositioned toothaid eruption

6 Placement of device to aid eruption

7 Biopsies of hard and soft tissue, exfoliativeotygjical sample collection and
brush biopsy

8. Surgical repositioning of tooth/teeth

9. Transseptal fiberotomy/supra crestal fiberotomy

10.  Surgical placement of anchorage device withidrout flap
11. Harvesting bone for use in graft(s)

Alveoloplasty in conjunction or not in conjunatiavith extractions

Vestibuloplasty

Excision of benign and malignant tumors/lesions

Removal of cysts (odontogenic and nonodontogeamc)) foreign bodies

Destruction of lesions by electrosurgery

Removal of lateral exostosis, torus palatinusoous madibularis

Surgical reduction of osseous tuberosity

Resections of maxilla and mandible - Includesceiaent or removal of appliance
and/or hardware to same provider.

Surgical Incision

1. Incision and drainage of abscess - intraoraleatichoral
2. Removal of foreign body

3. Partial ostectomy/sequestrectomy

4. Maxillary sinusotomy

Fracture repairs of maxilla, mandible and fabiahes — simple and compound, open
and closed reduction. Includes placement or renahappliance and/or hardware to
same provider.

Reduction of dislocation and management of ottemporomandibular joint
dysfunctions (TMJD), with or without appliance. ktes placement or removal of
appliance and/or hardware to same provider.

1. Reduction - open and closed of dislocation. khetuplacement or removal of
appliance and/or hardware to same provider.

Manipulation under anesthesia

Condylectomy, discectomy, synovectomy

Joint reconstruction

Services associated with TMJD treatment requieadithorization
Arthrotomy arthroplasty, arthrocentesis and adiwoscopic lysis and lavage
Arthroscopy

Occlusal orthotic device — includes placementr@mioval to same provider

Surgical and other repairs

aswN
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Repair of traumatic wounds — small and complitate

Skin and bone graft and synthetic graft

Collection and application of autologous bloodantrate

Osteoplasty and osteotomy

LeFort I, II, Il with or without bone graft

Graft of the mandible or maxilla — autogenous@nautogenous

Sinus augmentations

Repair of maxillofacial soft and hard tissue defe

Frenectomy and frenoplasty

Excision of hyperplastic tissue and pericor@madiva

Sialolithotomy, sialodochoplasty, excision of Halivary gland and closure of
salivary fistula

Emergency tracheotomy

Coronoidectomy

Implant — mandibular augmentation purposes

Appliance removal — “by report” for provider thaiddot place appliance,
splint or hardware

P RPOO~NOOUITRWNE
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Adjunctive General Services

a) Palliative treatment for emergency treatment —vsi
b) Anesthesia
1. Local anesthesia NOT in conjunction with opetw surgical procedures.
2. Regional block
3. Trigeminal division block.
4 Deep sedation/general anesthesia provided byistdesgardless of where

the dental services are provided for a medical itiondcovered by this
Policy which requires Hospitalization or generatsthesia. 2 hour maximum

time
5. Intravenous conscious sedation/analgesia — 2 haximum time
6. Nitrous oxide/analgesia
7. Non-intravenous conscious sedation — to includéroedications
C) Behavior management — for additiomahe required to provide services to a child

with special needs that requires more time thaeigdiy required to provide a dental
service. Request must indicate specific medicgraiais and clinical appearance.

. One unit equals 15 minutes of additional time
. Utilization thresholds are based on place of servias follows.
Preauthorization is required when thresholds aceeded.
° Office or Clinic maximum — 2 units
° Inpatient/Outpatient Hospital — 4 units
° Skilled Nursing/Long Term Care — 2 units
d) Consultation by Specialist or non-primary carevitter
e) Professional visits
. House or facility visit — for a single visit to adility regardless of the number
of members seen on that day.
. Hospital or ambulatory surgical center call
° For cases that are treated in a facility.
33
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° For cases taken to the operating room —dentaicesrare provided
for patient with a medical condition covered bystiolicy which
requires this admission as in-patient or out-patiereauthorization is

required.
° General anesthesia and outpatient facility chafgeslental services
are covered
° Dental services rendered in these settings bynasti@ot on staff are
considered separately
. Office visit for observation — (during regular heurno other service
performed
f) Drugs
. Therapeutic parenteral drug
° Single administration
° Two or more administrations - not to be combinetihwsingle
administration
. Other drugs and/or medicaments — by report

0) Application of desensitizing medicament — peit vis
h) Occlusal guard — for treatment of bruxism, clemglor grinding

i) Athletic mouthguard covered once per year
)i Occlusal adjustment
. Limited - (per visit)
. Complete (regardless of the number of visits), anaelifetime
k) Odontoplasty
l) Internal bleaching

Exclusions and Limitations

Non-covered services

A non-covered service is that procedure which imgrily for cosmetic purposes, for which dental
necessity cannot be demonstrated, or which is meted to be beyond the scope of the program by
an IHS dental consultant as specified in this adrapt

Preauthorization is required for all crowns andidt&based on substantial loss of tooth structure
and the condition of the remaining teeth and sujpmptissue to justify this treatment.

Removable prosthodontic services shall be provideas follows:

Dentures, both partial and complete, may be pnghaized when submitted evidence indicates
masticatory deficiencies likely to impair the gaaldrealth of the beneficiary.

The following factors should also be considered nvhequesting Preauthorization for dentures
(including immediate dentures):

Employment status and rehabilitative potentialhaf beneficiary (for example, provision of
dentures will enhance vocational placement);
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Medical status of beneficiary (nature and sevewty disease or impairment) and
psychological predisposition;

Condition of the oral cavity, including abnormaftditssue or osseous conditions; Condition
of present dentures, if applicable.

Generally, Preauthorization for partial dentureseqglace posterior teeth will not be granted iféhe
are at least eight posterior teeth which in thaiopi of an IHS dental consultant are in reasonably
good periodontal condition, occlusion and positionwhere a prosthesis in one arch will produce
equivalent dentition.

Fixed prosthodontic services shall be provided as follows:

Fixed bridges will not normally be reimbursed. Itenuating circumstances exist, a
Preauthorization request shall be submitted toH$ dental consultant with recent diagnostic full
mouth radiographs and written documentation oftcif@imstances.

In extenuating circumstances, if a patient is mnba physically compromised to the extent
that a removable prosthesis cannot be toleratedgaest accompanied by documentation
from the Physician should be submitted.

Replacement of an existing defective fixed bridgeamly be considered for reimbursement

if there are no other missing teeth in that artiere is no radiographic evidence of a
periodontal pathology present on recent radiograpldsthe abutment teeth have a favorable
long term prognosis.

If there are fewer than eight posterior teeth mso;ably good occlusion and periodontal
condition, a partial denture will be recommendecbyHS dental consultant.

Implant servicesshall be provided as follows:

Implants will not normally be considered for reimgement. Preauthorization for implants will be
limited to requests that demonstrate that a beasfibias a facial anomaly, deformity or has been
unable to function with a complete denture foreaist two years and other oral surgical corrections
have been unsuccessful in improving the retenticghedenture.

Periodontal services

Reimbursement shall be provided for periodontalirsgaand root planing for four quadrants
annually without Preauthorization. Preauthorizatsbrall be obtained for additional quadrants of
periodontal scaling and root planing, and all oferiodontal services.

Additional periodontal services may be prior autredt by the Division on a very selective basis.

When requesting periodontal surgery, considerasloould be given to the age and health of the
beneficiary, the amount of bone loss, the conditibthe remaining dentition, the desire, abilitgda
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motivation of the beneficiary to follow through wihecessary home and follow-up care, and the
prognosis for the remaining teeth.
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SECTION VIl - EXCLUSIONS AND LIMITATIONS
No Coverage is available under this Policy for fifll®wing:

A. Aviation.
We do not cover services arising out of aviatiotheo than as a fare-paying passenger on a
scheduled or charter flight operated by a schedaikdide.

B. Convalescent and Custodial Care.

We do not cover services related to rest curedpdizd care and transportation. “Custodial care”
means help in transferring, eating, dressing, bgthioileting and other such related activities.
Custodial care does not include Covered Servicesmaed to be Medically Necessary.

C. Cosmetic Services.

We do not cover cosmetic services or surgery urdéissrwise specified, except that cosmetic
surgery shall not include reconstructive surgergmvbuch service is incidental to or follows surgery
resulting from trauma, infection or diseases ofitivelved part, and reconstructive surgery because
of congenital disease or anomaly of a newly-bornldCBependent which has resulted in a
functional defect except for pediatric orthodontssdescribed in the Pediatric Dental Care section
of this Policy. Cosmetic surgery does not includegery determined to be Medically Necessary.

D. Coverage Outside of the United States, Canada bfexico.

We do not cover care or treatment provided outsfdbe United States, its possessions, Canada or
Mexico except for Emergency Dental Care as destribehe Pediatric and Adult Dental Care
sections of this Policy.

E. Experimental or Investigational Treatment.

We do not cover any health care service, procedueatment or device that is experimental or
investigational. See the Utilization Review anddtfrtal Appeal sections of this Policy for a further
explanation of Your Appeal rights.

F. Felony Participation.-
We do not cover any illness, treatment or medioaldiion due to Your participation in a felony,
riot or insurrection.

G. Government Facility.
We do not cover care or treatment provided in apifalsthat is owned or operated by any federal,
state or other governmental entity, except as atiserrequired by law.

H. Medical Services.

We do not cover medical services specifically,udelg any Hospital charges or prescription drug
charge except for services set forth in the Padi@tental Care section Pages 16-25 and the Adult
Dental Care section, Pages 31 and 32 of this Pahder the section titled “Adjunctive General
Services”.

l. Medicare or Other Governmental Program.
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We do not cover services if benefits are provided duch services under the federal Medicare
program or other governmental program (except Nevsey FamilyCare).

J. Military Service.
We do not cover an iliness, treatment or medicabld@mn due to service in the Armed Forces or
auxiliary units.

K. Services not Listed.
We do not cover services that are not listed & Balicy as being Covered.

L. Services Provided by a Family Member.
We do not cover services performed by a Membersadiate family.

M. Services With No Charge.
We do not cover services for which no charge isnadly made.

N. War.
We will not cover an illness, treatment or medaahdition due to war, declared or undeclared.

0. Workers’ Compensation.
We do not cover services if benefits for such sexwviare provided under any state or federal
Workers’ Compensation, employers’ liability or opational disease law.
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SECTION IX - CLAIM DETERMINATIONS

A. Claims.

A claim is a request that benefits or services tmviged or paid according to the terms of this
Policy. When You receive services from a PartiagqgaProvider You will not need to submit a
claim form. Notwithstanding the foregoing, You may,Your option, file the claim for payment to
Us. However, if You receive services from a Nontiegrating Provider either You or the Provider
must file a claim form with Us. If Emergency Dentére is provided outside the State of New
Jersey and the Non-Participating Provider is ndlingito file the claim form, You will need to file

it with Us.

B. Notice of Claim.

In the event You elect to file a claim, claims g&&arvices must include all information designated by
Us as necessary to process the claim, includingnoulimited to, Member identification number,
name, date of birth, date of service, type of servihe charge for each service, procedure code for
the service as applicable, diagnosis code, nameadahckss of the Provider making the charge, and
supporting medical records, when necessary. A dlaahfails to contain all necessary information
will not be accepted and must be resubmitted witmecessary information. Claim forms are
available from Us by calling the number on Yourdérd. Completed claim forms should be sent to
the address in the How Your Coverage works sectidhis Policy. You may also submit a claim to
Us electronically by visiting Our websitevw.healthplex.com

C. Timeframe for Filing Claims.

Claims for services must be submitted to Us fommeayt within one (1) year after You receive the

services for which payment is being requestedufetio furnish proof within one (1) year shall not

invalidate or reduce any claim if You can show tihatas not reasonably possible to produce the
information within one (1) year and proof of clamas furnished as soon as reasonably possible.

D. Claim Determinations.

Our claim determination procedure applies to alina$ that do not relate to a Medical Necessity or
experimental or investigational determination. [Baample, Our claim determination procedure
applies to contractual benefit denials and RefertélYou disagree with Our claim determination,

You may submit an Appeal pursuant to the Membereapprocess section of this Policy.

For a description of the Utilization Review procegkiand Appeal process for Medical Necessity or
experimental or investigational determinations, theeUtilization Review section of this Policy.

E. Pre-service Claim Determinations.

1. A pre-service claim is a request from Your PCD be tParticipating
Specialist that a service or treatment be approedare it has been received.
If We have all the information necessary to makietrmination regarding a
pre-service claim (for example a Referral or a cetgtdenefit determination),
We will make a determination and provide noticeYimu within three (3)
business from receipt of the claih\We need additional information, We will
request the information from Your Provider withirée (3) business from
receipt of the claim. You will have ten (10) calandlays to submit the
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information. If We receive the information withiart (10) calendar days, We
will make a determination and provide notice to Miowvriting, within three
(3) business days of Our receipt of the informatidih all necessary
information is not received within ten (10) calendiays, We will make a
determination within ten (10) business days of igasf request for service

2. Urgent Pre-service Reviews.

With respect to urgent pre-service requests, if Ndee all information
necessary to make a determination, We will makeegerchination and
provide notice to You by telephone, within 24 hoafseceipt of the request.
Written notice will follow within three (3) calendalays of the decision. If
We need additional information, We will request thi®@rmation from Your
Provider within 24 hours. You will then have 48 h®uo submit the
information. We will make a determination and pd®vinotice to You by
telephone within 48 hours of the earlier of Oureipt of the information
within 48 hours from the receipt of the requestdervice. Written notice will
follow within three (3) calendar days of the demisi

G. Post-service Claim Determinations

A post-service claim is a request for a servicér@atment that You have already received.
If We have all information necessary to make armat&tion regarding a post-service claim,
We will make a determination and notify You witt80 calendar days of the receipt of the
claim. If We need additional information, We wi#quest it within 30 calendar days. You
will then have 45 calendar days to provide thermfation. We will make a determination

and provide notice to You in writing within 15 catkar days of the earlier of Our receipt of
the information or the end of the 45 day period.
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SECTION X - UTILIZATION REVIEW

A. Utilization Review.

We review health services to determine whethersthgices are or were Medically Necessary or
experimental or investigational (“Medically Necagsa This process is called Utilization Review.
Utilization Review includes all review activitieghether they take place prior to the service being
performed (Preauthorization); when the servicesisgpperformed (concurrent); or after the service
is performed (retrospective). If You have any gieest about the Utilization Review process,
please call 888-468-5175. The toll-free telephammlver is available at least 40 hours a week with
an after—hours answering machine.

All determinations that services are not Medicalgcessary will be made by: 1) licensed dentists
or; 2) licensed, certified, registered or creddmtidHealth Care Professionals who are in the same
profession and same or similar specialty as thevi€fo who typically manages Your dental
condition or disease or provides the health cardcgeunder review. We do not compensate or
provide financial incentives to Our employees ofiewers for determining that services are not or
were not Medically Necessary. We have developedefjnes and protocols to assist Us in this
process. Specific guidelines and protocols arelablaifor Your review upon request. For more
information, call 888-468-5175.

B. Preauthorization Reviews
1. If We have all the information necessary to makketermination regarding a
Preauthorization review, We will make a determmatind provide notice to
You and Your Provider, by telephone and in writmgthin three (3) business
days of receipt of the request.

If We need additional information, We will requdsivithin three (3) business
days. You or Your Provider will then have ten (t@Jendar days to submit
the information. If We receive the requested infation within ten (10)
calendar days, We will make a determination andigeonotice to You and
Your Provider, by telephone and in writing, witlthwee (3) business days of
Our receipt of the information. If all necessarfonrmation is not received
within ten (10) calendar days, We will make a deiration within ten (10)
business days of receipt of request for service.

2. Urgent Preauthorization Reviews With respect to urgent Preauthorization
requests, if We have all information necessary &kema determination, We
will make a determination and provide notice to Yand Your Provider, by
telephone, within 24 hours of receipt of the rejoesas fast as the member’s
condition requires. Written notice will follow with three (3) business days
of receipt of request. If We need additional infation, We will request it
within 24 hours. You or Your Provider will then @24 hours to submit the
information. We will make a determination and pd®vinotice to You and
Your Provider by telephone and in writing within A8urs of the earlier of

41
5315744v.7

IHS-AF. POL IHS.AF Adult/Family Ind Dental - 2020



Our receipt of the information or within 48 hoursrh the receipt of the
request for service.

C. Concurrent Reviews

1. Utilization Review decisions for services durinbe course of care
(concurrent reviews) will be made, and notice pitedi to You and Your
Provider, by telephone and in writing, within th(@ business day of receipt
of all necessary information. If We need additiomdbrmation, We wiill
request it within three (3) business day. You ouiyBrovider will then have
ten (10) calendar days to submit the informatione Wil make a
determination and provide notice to You and YououRter, by telephone
and in writing, within three (3) business day ofr@eceipt of the information
or, if We do not receive the information, withimtél0) business days of
receipt of request for service.

4. Urgent Concurrent Reviews. For concurrent reviews that involve an
extension of urgent care, if the request for coyera made at least 24 hours
prior to the expiration of a previously approvedatiment, We will make a
determination and provide notice to You and YououRter by telephone
within 24 hours of receipt of the request. Writteotice will be provided
within three (3) business day of receipt of theuesy.

If the request for coverage is not made at leasth@drs prior to the
expiration of a previously approved treatment anc \Wave all the
information necessary to make a determination, Wdl wmake a

determination and provide written notice to You afmur Provider within

the earlier of 24 hours of receipt of the requesa®fast as Your condition
requires. If We need additional information, Welw#quest it within 24

hours. We will make a determination and provideten notice to You and
Your Provider within 24 hours of Our receipt of th@®rmation or, within 48
hours from the receipt of the request for service.

D. Retrospective Reviews

If We have all information necessary to make a rmt@tion regarding a retrospective claim, We
will make a determination and notify You and Youop¥der within 30 calendar days of the receipt
of the request. If We need additional informatigve will request it within 30 calendar days. You
or Your Provider will then have 45 calendar daysptovide the information. We will make a
determination and provide notice to You and YousvRter in writing within 15 calendar days of
the earlier of Our receipt of the information oe nd of the 45 day period.

Once We have all the information to make a decjsiur failure to make a Utilization Review
determination within the applicable time frames $mtth above wil be deemed an adverse
determination subject to an internal Appeal.

E. Retrospective Review of Preauthorized Services
We may only reverse a preauthorized treatmentjcgeor procedure on retrospective review when:
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The relevant medical information presented to Usnupetrospective review is
materially different from the information presentédring the Preauthorization
review;

The relevant medical information presented to Usnugetrospective review existed
at the time of the Preauthorization but was wittitggl not made available to Us;

We were not aware of the existence of such infoonaat the time of the
Preauthorization review; and

Had We been aware of such information, the treatnssmvice or procedure being
requested would not have been authorized. The rdit&tion is made using the

same specific standards, criteria or proceduraessad during the Preauthorization
review.

F. Reconsideration

If We did not attempt to consult with Your Providesfore making an adverse determination, Your
Provider may request reconsideration by the sameatl peer reviewer who made the adverse
determination. For Preauthorization and concurremtews, the reconsideration will take place
within one (1) business day of the request for mexteration. If the adverse determination is
upheld, a notice of adverse determination will emgto You and Your Provider, by telephone and

in writing.
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SECTION XI - MEMBER APPEAL PROCESS

In any case where You, or Your Provider acting ehalf of You, with Your consent, is not
satisfied with the denial termination or limitatioh a dental service, as determined by Healthplex,
You may file an Appeal. Neither You nor Your Proaidwho files an Appeal to a denial,
termination or limitation of a dental service wikhealthplex will be discriminated against and
Healthplex will take no retaliation response to filieg of an Appeal to a denial, termination or
limitation of a dental service.

Appeals may be oral (followed up in writing) or tten to:

International Healthcare Services, Inc.
Complaints and Appeals
333 Earle Ovington Blvd., Suite 300
Uniondale, NY 11553
Member Services at 1-888-468-2183

Level 1 Appeal

1. You and/or the Provider acting on behalf of Yathwour consent can initiate an Appeal to
Healthplex verbally or in writing within one hundrand eighty (180) days of the date of the
Denial of Service.

2. To submit an Appeal, You or the Provider on beb&lYou must include the following
information:
a. the name and address of You or the Providervedo!

b Your ID number;

C. the date of service(s);

d. the nature of and reason behind the Appeal;
e the remedy sought; and

f. the documentation to support the Appeal.

2. You, or any Provider acting on behalf of You amith Your consent, who is dissatisfied
with any Healthplex utilization management deteation, will have the opportunity to
speak and Appeal that determination with the HpldthDental Director and/or the dentist
designee who rendered the determination. A dewtigi was not involved in the initial
determination and is not a subordinate of the waigreviewer will make the decision
regarding the first level Appeal.

3. Level 1 Appeals shall be resolved as soon asiii@ss accordance with the medical
exigencies of the case. For emergent and urgeneédppsee “Expedited Appeals” section
set forth herein. All other Level 1 Appeals shall tesolved within five (5) business days
from date of receipt of Appeal. In the event a LdvAppeal is denied, the denial letter shall
include the following information:

A. Statement of action being taken by Healthplex;
B. Explanation of reasons for action;
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4.

C. Right of You to initiate a Level 2 Appeal; and

D. Notification that You and/or the Provider actiog behalf of You, with Your
consent, can file a request for a Level 2 Appeahiwisixty (60) days from the
receipt of the written determination of the LeveAddpeal.

Upon request, You and/or the Provider, actindgpemalf of You with Your consent, will be
provided with the clinical criteria relied uponittake the determination.

Level 2 Appeal

1.

You and/or the Provider acting on behalf of Yoithwour consent may initiate a Level 2
Appeal verbally or in writing within sixty (60) dayof Your receipt of the Level 1 Appeal
denial letter. You, or the Provider acting on bEledlYou, who is dissatisfied with the
results of the Level 1 Appeal, will have the oppoity to pursue Your Appeal before a
panel of Physicians and/or other healthcare priviesls. Healthplex will select the panel.

The Appeal panel will include at least one caasulpractitioner who is trained or practices
in the same specialty as would typically mange d¢ase at issue or such other licensed
healthcare professionals as mutually agreed upothdoyparties. Panel Members will not

have been previously involved in the utilizationnagement determination.

You have a right to appear before the paneln#ble or unwiling to appear before the
panel in person, You have the right to communidgteonference call or other available
appropriate technology.

Level 2 Appeals will be acknowledged in writinry You or the Provider who is filing the
Appeal within ten (10) business days of receipt.

Level 2 Appeals will be resolved as soon as plessh accordance with the medical
exigencies of the case. For emergent and urgeneé@dppsee “Expedited Appeals” section
set forth herein. All other Level 2 Appeals will lesolved within twenty (20) business days.

Healthplex may request an extension of twenty &dlitional business days when it can be
demonstrated that a reasonable cause for the delaybeyond Healthplex’s control and

where a written progress report and explanationttier delay has been approved to the
satisfaction of the Department of Banking and lasae. A written explanation of the delay
and the reason for the request for an extensionbeilsent to You and/or the Provider

within the original 20 business day review period.

Healthplex will provide You and/or the Providerttwwritten notification of the appeal
determination and the reasons for the decision.

In the event a Level 2 Appeal is denied, the aleleitter shall include the following
information:

A. Statement of action being taken by Healthplex and
B. Explanation of reasons for action.
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Upon request, You and/or the Provider acting oralbeli You with Your consent will be provided
with the clinical criteria relied upon to make tihetermination.

Expedited Appeal

1.

Level 1 and Level 2 Appeals shall be resolvedam as possible in accordance with the
medical exigencies of the case, which in no evball exceed 72 hours from receipt of an
Appeal in the case of Appeals from determinatiogarding urgent or emergent care
(including all situations in which You are confinad an inpatient).

Investigation and resolution of Level 1 and Le¥&ppeals involving emergent care will be
concluded within 24 hours of receipt of an Appéalestigation and resolution of Level 1
and Level 2 Appeals involving urgent care will lmncluded within two (2) calendar days of
receipt.

Initial notice of the decision to You and the Wder will be delivered orally by a Member of
Healthplex’s Utilization Management department witB4 hours for emergent care and
within two calendar days for urgent care. Writtextice of the determination will be given
to You and/or the Provider acting on behalf of Yeith Your consent within two business
days of the decision.

Upon request, You/Provider acting on behalf otiMaith Your consent will be provided
with the clinical criteria relied upon to make tihetermination.
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SECTION XII - COMPLAINTS

You may file a complaint to the Department of Baugkend Insurance (DOBI) or the Office of
Insurance Claims Ombudsman (OICO). Complaints slediimited to denials based on the nature of
the benefits that are described in this Policyhsag procedures that are covered or not covered,
frequency limits, timely Premium payments and Bbiiy. Any issues pertaining to denials based
upon medical judgement such as medical necessixmerimental and investigational may not be
filed with DOBI or OICO.

Complaints may be sent to:

New Jersey Department of Banking and Insurance
Consumer Protection Services
P.O. Box 329
Trenton, NJ 08625-0329

OR

Office of Insurance Claims Ombudsman
20 West State Street
P.O. Box 472
Trenton, NJ 08625-0472
Phone: 800-446-7467
(outside of NJ call 609-292-5316 & ask for the Oddman’s Office)
Fax: 609-292-2431
Emailombudsman@dobi.state.nj.us
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SECTION Xl - TERMINATION OF COVERAGE
This Policy may be terminated as follows:

A. Automatic Termination of this Policy.

This Policy shall automatically terminate upon tleath of the Subscriber, unless the Subscriber has
coverage for Dependents. If the Subscriber hasrageefor Dependents, this Policy will terminate
as of the last day of the month for which the Puemihas been paid.

B. Automatic Termination of Your Coverage.
Coverage under this Policy shall automatically ieate:

1. For Spouses in cases of divorce, the date oflif@ce or dissolution of
Domestic Partnership or Civil Union; or

2. For Children, until the end of the year in whitle Child turns 30 years of
age.

C. Termination by You.
The end of the month during which You provide wverittnotice to Us requesting termination of
coverage, or on such later date requested forteuoiination by the notice.

D. Termination by Us.
We may terminate coverage of this Policy with 3§sdaritten notice as follows:
1. For Non-payment of Premiums.
Premiums are to be paid by the Subscriber to Usach Premium due date.
While each Premium is due by the due date, theaegisace period for each
Premium payment. If the Premium payment is notivedeby the end of the
grace period, coverage will terminate as follows:

. If the Subscriber does not receive advanced pagdrihe premium
tax credits for coverage and fails to pay the negliPremium within
a 31-day grace period, this Policy will terminag¢roactively back to
the last date Premiums were paid. The Subscridebaviesponsible
for paying any claims submitted during the graceopkeif this Policy
terminates.

. If the Subscriber receives advanced payments ofpthenium tax
credit and has paid at least one full month’s Puemithis Policy will
terminate one month after the last day Premium® werd. That is,
retroactive termination will not exceed 61 days. W&y pend claims
incurred during the 61-day grace period. The Sulscrwill be
responsible for paying any claims incurred durihg 61-day grace
period if this Policy coverage terminates.

2. Fraud or Misrepresentation of Material Fact.
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If the Subscriber has performed an act that canest fraud or made a
misrepresentation of material fact in writing ors hor her enrollment
application, or in order to obtain coverage foreavie, this Policy will
terminate immediately upon a written notice to $hscriber. However, if
the Subscriber makes a misrepresentation of mbt&etain writing on his or
her enrollment application We will rescind coveragie the facts
misrepresented would have led Us to refuse to iskisePolicy and the
application is attached to this Policy. Rescissi@ans that the termination of
Your coverage will have a retroactive effect of tgpthe issuance of this
Policy.

If the Subscriber no longer resides in Our Sendicea.

The date the Policy is terminated because We effgping the class of
policies to which this Policy belongs, without regjao claims experience or
health related status of this Policy. We will paevithe Subscriber with at
least 31 days prior written notice.

No termination shall prejudice the right to a cldonbenefits which arose prior to such termination

5315744v.7
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SECTION XIV - EXTENSION OF BENEFITS

Upon termination of coverage, whether due to teatiom of eligibility, or termination of the
Policy, an extension of benefits shall be provitteda period of no less than 30 days for completion
of a dental procedure that was started before ¥ouerage ended.
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SECTION XV - TEMPORARY SUSPENSION RIGHTS FOR MEMBER S OF THE ARMED
FORCES

If You, the Subscriber are a member of a reservapoment of the armed forces of the United
States, including the National Guard, You have right to temporary suspension of coverage
during active duty and reinstatement of coveragbaend of active duty if:

1. Your active duty is extended during a period wtienpresident is authorized
to order units of the reserve to active duty, piedi that such additional
active duty is at the request and for the convesienf the federal
government, and

2. You serve no more than five (5) years of actig/d

You must make a written request to Us to have Yomwerage suspended during a period of active
duty. Your unearned Premiums will be refunded dutire period of such suspension.

Upon completion of active duty, Your coverage mayésumed as long as You:

1. make written application to Us; and
2. remit the Premium within 60 days of the termimatof active duty.

The right of resumption extends to coverage for r'Y@ependents. For coverage that was
suspended while on active duty, coverage will Heoextive to the date on which active duty
terminated.
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SECTION XVI - GENERAL PROVISIONS

1. Agreements between Us and Participating Providers

Any agreement between Us and Participating Prowiadeay only be terminated by Us or the
Providers. This Policy does not require any Pravitte accept You as a patient. We do not
guarantee Your admission to any Participating Rievor any health benefits program.

2. Assignment.

You cannot assign any benefits under this Policgirty person, corporation, or other organization.
Any assignment by You will be void. Assignment nmedhe transfer to another person or to an
organization of Your right to the services providedier this Policy.

3. Changes in This Policy.

No agent has authority to change this Policy ovéive any of its provisions and that no change in
this Policy shall be valid unless approved by dicaf of Us and evidenced by endorsement on the
Policy, or by amendment to the Policy signed by 4od Us.

4. Choice of Law.
This Policy shall be governed by the laws of th@&bf New Jersey.

5. Clerical Error.

Clerical error, whether by You or Us, with resptcthis Policy, or any other documentation issued
by Us in connection with this Policy, or in keepiugy record pertaining to the coverage hereunder,
will not modify or invalidate coverage otherwiselidly in force or continue coverage otherwise
validly terminated.

6. Conformity with Law.

Any term of this Policy which is in conflict with v Jersey State law or with any applicable federal
law that imposes additional requirements from whaequired under New Jersey State law will be
amended to conform with the minimum requirementsuzh law.

7. Continuation of Benefit Limitations.

Some of the benefits in this Policy may be limittieda specific number of visits or a benefit
maximum. You will not be entitled to any additiotanefits if Your coverage status should change
during the year. For example, if Your coverageustathanges from covered family member to
Subscriber, all benefits previously utilized wheauvwere a covered family member will be applied
toward Your new status as a Subscriber.

8. Entire Agreement.
This Policy, including any endorsements, amendmeiasrs and the attached applications, if any,
constitutes the entire Policy.

9. Furnishing Information and Audit.

All persons covered under this Policy will prompilynish Us with all information and records that
We may require from time to time to perform Ourigdions under this Policy. You must provide
Us with information over the telephone for reaslikesthe following: to allow Us to determine the
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level of care You need; so that We may certify canehorized by Your Provider; or to make
decisions regarding the Medical Necessity of Yanec

10. Identification Cards.

Identification cards (“ID”) are issued by Us foreitification purposes only. Possession of any
identification card confers no right to servicesbenefits under this Policy. To be entitled to such
services or benefits, Your Premiums must be pafdliat the time that the services are sought to
be received.

11. Incontestability.
No statement made by the Subscriber in an applicddir coverage under this Policy shall void the
Policy or be used in any legal proceeding unlessafiplication or an exact copy is attached to this
Policy. After two years from the date of issuela$ tPolicy, no misstatements, except for fraudulent
misstatements made by the Subscriber in the apiplicéor coverage, shall be used to void the
Policy or deny a claim.

12. Material Accessibility.
We will give You ID cards, Policies, riders, andhet necessary materials.

13. More Information about Your Dental Plan.
You can request additional information about Yooverage under this Policy. Upon Your request,
We will provide the following information:

. A list of the names, business addresses and offidaitions of Our board of
directors, officers and members; and Our most teesmual certified financial
statement which includes a balance sheet and a awymaf the receipts and
disbursements.

. The information that We provide the State regardig consumer complaints.

. A copy of Our procedures for maintaining confidelitty of Your information.

. A written description of Our quality assurance peog.

. A copy of Our medical policy regarding an experitagror investigational drug,

medical device or treatment in clinical trials.

. A copy of Our clinical review criteria, and wherg@paopriate, other clinical
information We may consider regarding a specifgedse, course of treatment or
Utilization Review guidelines.

. Written application procedures and minimum qualticn requirements for
Providers.
14. Notice.
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Any notice that We give to You under this Policylwe mailed to Your address as it appears in
Our records. You agree to provide Us with noticeway change of Your address. If You have to
give Us any notice, it should be sent by U.S. Mt class, postage prepaid to:

International Healthcare Services, Inc.
333 Earle Ovington Blvd., Suite 300
Uniondale, New York 11553

15. Premium Refund.
We will give any refund of Premiums, if due, to Sahber.

16. Recovery of Overpayments.

On occasion a payment will be made to You when #inot covered, for a service that is not
covered, or which is more than is proper. When hiagpens We will explain the problem to You
and You must return the amount of the overpaymentUs within 45 days after receiving
notification from Us. However, We shall not inieabverpayment recovery efforts more than 18
months after the original payment was made unlessh#ye a reasonable belief of fraud or other
intentional misconduct. In the event You dispute tecoupment of overpayment, You are entitled
to an internal appeal as fully described in seckan

17. Renewal Date.

The renewal date for the Policy is January 1 oheéear. This Policy will automatically renew each
year on the renewal date unless otherwise terndrnagyeUs, as permitted by this Policy or by the
Subscriber upon 30 days prior written notice upsn U

18. Reinstatement After Default.

If the Subscriber defaults in making any paymerdeaurthis Policy, the subsequent acceptance of
payment by Us or by one of Our authorized agentsrokers shall reinstate the Policy, but with
respect to sickness and injury, only to Cover sickness as may be first manifested more than 10
days after the date of such acceptance.

19. Right to Develop Guidelines and Administrative Rles.

We may develop or adopt standards that descrilmeoire detail when We will or will not make
payments under this Policy. Those standards wilbeocontrary to the descriptions in this Polidy. |
You have a guestion about the standards that apgyparticular benefit, You may contact Us and
We will explain the standards or send You a copytled standards. We may also develop
administrative rules pertaining to enrollment amldeo administrative matters. We shall have all the
powers necessary or appropriate to enable Us ty cart Our duties in connection with the
administration of this Policy.

20. Right to Offset.

If We make a claim payment to You on Your behaléiror or You owe Us any money, You must
repay the amount You owe Us. Except as otherwipeined by law, if We owe You a payment for
other claims received, We have the right to subtsiag amount You owe Us from any payment We
owe You.

21. Severability.
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The unenforceability or invalidity of any provisiar this Policy shall not affect the validity and
enforceability of the remainder of this Policy.

22. Significant Change in Circumstances.

If We are unable to arrange for Covered Serviceprasided under this Policy as the result of
events outside of Our control, We will make a gdaith effort to make alternative arrangements.
These events would include a major disaster, epaletime complete or partial destruction of

facilities, riot, civil insurrection, disability o& significant part of Participating Providers’ gannel

or similar causes. We will make reasonable attertqpesrange for Covered Services. We and Our
Participating Providers will not be liable for dglaor failure to provide or arrange for Covered

Services if such failure or delay is caused by suckvent.

23. Third Party Beneficiaries.

No third party beneficiaries are intended to beatgéd by this Policy and nothing in the Policy shall
confer upon any person or entity other than YoWwsrany right, benefit, or remedy of any nature
whatsoever under or by reason of this Policy. Nepparty can enforce this Policy’s provisions or
seek any remedy arising out of either Our or Yaenfgrmance or failure to perform any portion of
this Policy, or to bring an action or pursuit foetbreach of any terms of this Policy.

24. Time to Sue.

No action at law or in equity may be maintainedisgjaJs prior to the expiration of 60 days after
written submission of a claim has been furnishedsas required in this Policy. You must start any
lawsuit against Us under this Policy within thr& years from the date the claim was required to
be filed.

25. Translation Services.
Translation services are available under this Pdiic non-English speaking Members. Please
contact Us at 888-468-5175 to access these services

26. Waliver.

The waiver by any party of any breach of any prowisof this Policy will not be construed as a
waiver of any subsequent breach of the same oro#mr provision. The failure to exercise any
right hereunder will not operate as a waiver ohsught.

27. Who Receives Payment under This Policy.

Payments under this Policy for services provided Barticipating Provider will be made directly by
Us to the Provider. If You receive services frofd@n-Participating Provider, We reserve the right
to pay either You or the Provider regardless oftiwaiean assignment has been made. In the event
You assign over to Your Non-Participating Providedental benefit payment, and the payment
made by Us to the Non-Participating Provider is Emn the amount of the dental benefit payment,
You shall pay the Non-Participating Provider thiabee owed to the Non-Participating Provider.

28.  Workers’ Compensation Not Affected.
The coverage provided under this Policy is notan bf and does not affect any requirements for
coverage by workers’ compensation insurance or law.

29. Your Dental Records and Reports.
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In order to provide Your coverage under this Politynay be necessary for Us to obtain Your
dental records and information from Providers wheated You. Our actions to provide that
coverage include processing Your claims, reviewhpgpeals or complaints involving Your care,
and quality assurance reviews of Your care, whdihsed on a specific complaint or a routine audit
of randomly selected cases. By accepting coveradertthis Policy, You automatically give Us or
our designee permission to obtain and use Youratleetords for those purposes and You
authorize each and every Provider who renderscgsvo You to:

. Disclose all facts pertaining to Your care, treaitnand physical condition to Us or
to a dental professional that We may engage tstddsiin reviewing a treatment or
claim, or in connection with a complaint or qualtitfcare review;

. Render reports pertaining to Your care, treatmamtl, physical condition to Us, or
to a dental professional that We may engage tstddsiin reviewing a treatment or
claim; and

. Permit copying of Your dental records by Us.

We agree to maintain Your dental information inadance with state and federal confidentiality
requirements.
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SECTION XVII -

INTERNATIONAL HEALTHCARE SERVICES
SCHEDULE OF BENEFITS - PEDIATRIC INDIVIDUAL DENTAL

COST-SHARING

Participating Provider
Member Responsibility for
Cost-Sharing

Out-of-Pocket Limit $350
* One (1) Member under
Age 19 $700
e Two (2) or More
Members under Age 19
PEDIATRIC DENTAL CARE COPAYMENTS
. Preventive Dental Care | $48
. Routine Dental Care $48
. Endodontics $48
. Periodontics $48
. Prosthodontics $48
. Orthodontics $48

Non-Participating Provider
Member Responsibility for
Cost-Sharing

Non-Participating Provids
services are not Covered exceq
as required for Emergency
Dental Care and if there is no
available Participating Provide
to perform the service.

xpt

All in-network Preauthorizations requests are #sponsibility of Your Participating Provider. You
will not be penalized for a Participating Providefailure to obtain a required Preauthorization.
However, if services are not covered under theci?ofou will be responsible for the full cost o&th

services.
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SECTION XVIII -

INTERNATIONAL HEALTHCARE SERVICE
SCHEDULE OF BENEFITS - ADULT INDIVIDUAL DENTAL

COST-SHARING

Participating Provider
Member Responsibility for
Cost-Sharing

ADULT DENTAL CARE

. Preventive Dental Care
. Routine Dental Care

. Endodontics

. Periodontics

. Prosthodontics

COPAYMENTS

$48
$48
$48
$48
$48

Non-Participating Provider
Member Responsibility for
Cost-Sharing

Non-Participating Provids
services are not Covered exceq
as required for Emergency
Dental Care and if there is no
available Participating Provide
to perform the service.

xpt

All in-network Preauthorizations requests are #sponsibility of Your Participating Provider. You
will not be penalized for a Participating Providefailure to obtain a required Preauthorization.
However, if services are not covered under theci?ofou will be responsible for the full cost oéth

services.
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SECTION XIX - PREMIUMS
Premium Rates
Individual
Individual and Spouse
Parent & Child(ren)

Family

Rates are guaranteed for a one year period.
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