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Dental Blue Program 2

No Deductible

$25 Per Member/$75 Per Family Calendar Year Deductible

Full Coverage

80% Coverage

50% Coverage

Diagnostic

+ One complete initial oral exam, including initial
dental history and charting of the teeth and
supporting structures

* Full mouth X-rays, seven or more films, or
panoramic X-ray with bitewing X-rays once
each 60 months

« Bitewing X-rays once each six months

» Single tooth X-rays as needed

+ Study models and casts used in planning
treatment once each 60 months

« Periodic or routine oral exams once each
six months

+ Emergency exams

Preventive

* Routine cleaning, scaling, and polishing of the
teeth once each six months

» Fluoride treatment once each six months
(members under age 19)

* Sealants on permanent pre-molar and
molar surfaces (members under age 14)
Benefits are provided for one application per
bicuspid or molar surface each 48 months

+ Space maintainers needed due to premature
tooth loss (members under age 19)

Periodontics (gum and bone)
» Periodontal maintenance following active
periodontal therapy once each three months

Restorative

« Amalgam (silver) fillings (limited to one filling
for each tooth surface in a 12-month period)

« Composite resin (tooth color) fillings (limited
to one filling for each tooth surface in a
12-month period)

+ Pin retention for fillings

+ Stainless steel crowns on baby teeth and on
first permanent adult molars (members under
age 16)

Oral Surgery

» Tooth extraction
* Root removal

+ Biopsies

Periodontics (gum and bone)

« Periodontal scaling and root planing once per
quadrant each 24 months

+ Periodontal surgery once per quadrant each
36 months

Endodontics (roots and pulp)

« Root canal therapy (permanent teeth, once per
lifetime per tooth)

* Retreatment root canal therapy on permanent
teeth, once in a lifetime for each tooth

* Therapeutic pulpotomy on primary or
permanent teeth (members under age 16)

» Other endodontic surgery to treat or remove
the dental root

Prosthetic Maintenance

» Repair of partial or complete dentures,
crowns, and bridges once each 12 months

* Adding teeth to an existing complete or
partial denture

* Rebase or reline of dentures once each
36 months

+ Recementing of crowns, inlays, onlays, and
fixed bridgework once each 12 months

Other Services
+ Occlusal adjustments once each 24 months

« Services to treat root sensitivity

» Emergency dental care to treat acute pain or
to prevent permanent harm to a member

+ General anesthesia when administered in
conjunction with covered surgical services

Prosthodontics (teeth replacement)

+ Complete or partial dentures (including
services to fabricate, measure, fit, and adjust
them) once each 60 months for each arch
Fixed bridges (including services to fabricate,
measure, fit, and adjust them) once each 60
months for each tooth

Replacement of dentures and bridges once
each 60 months when the existing appliance
can't be made serviceable

Adding teeth fo an existing bridge
Temporary partial dentures to replace any of
the six upper or six lower front teeth (only
covered if they are installed immediately
following the loss of teeth and during the
period of healing)

Major Restorative

(members age 16 or older)

= Crowns, once each 60 months for each tooth
« Metallic, porcelain, and composite resin inlays.
Benefits are provided for an amalgam filling
toward the cost of a metallic, porcelain, or
composite resin inlay, once each 60 months
for each tooth. You pay any balance.

Metallic, porcelain, and composite resin
onlays, once each 60 months for each tooth
Replacement of crowns, once each 60
months for each tooth

Replacement of metallic, porcelain, and
composite resin inlays. Benefits are provided
for an amalgam filling toward the cost of a
metallic, porcelain, or composite resin inlay,
once each 60 months for each tooth. You pay
any balance.

Replacement of metallic, porcelain, and
composite resin onlays, once each 60 months
for each tooth

Post and core or crown buildup, once each 60
months for each tooth

Single tooth dental endosteal implants (the
fixture and abutment portion) in addition to
the allowance for the crown for the implant,
once each 60 month period, when the
implant replaces permanent teeth through
the second molars




Welcome to Dental Blue, a comprehensive dental plan that provides
a wide range of benefits to meet your dental care needs.

Your Dentist

Dental Blue offers an extensive network of dentists. Over 90 percent
of dentists in Massachusetts and New Hampshire participate with
Blue Cross Blue Shield of Massachusetts. Dentists who participate with
Blue Cross Blue Shield of Rhode Island and out-of-area dentists who
participate in the DenteMax Network of Dentists are also available to
Dental Blue members.

If you already have a dentist and you want to know if she or he
participates with Blue Cross Blue Shield of Massachusetts, you can
call the dentist, look at the current dental provider directory, or call
Member Service at the toll-free phone number shown on your Dental
Blue ID card.

If you would like help choosing a dentist, you can call the Physician
Selection Service at 1-800-821-1388. You can also access the online
dental provider directory at www.bluecrossma.com.

Your Benefits

The dental benefits your plan covers are subject to the deductible
and coinsurance (if applicable), and benefit maximum amounts
shown in the chart. The chart also shows the percentage of

costs your plan will pay for covered dental services. Many of the
covered services have specific time or age limits.

For example:
¢ Cleanings are provided only once each six months.

¢ Fluoride treatments are provided only for members under age 19.

Pre-Treatment Estimates

If your dentist expects that your dental treatment will involve
covered services that will cost more than $250, Blue Cross
Blue Shield recommends that your dentist send a copy of the
“treatment plan” to Blue Cross Blue Shield before services
are provided. A treatment plan is a detailed description of the
procedures that the dentist plans to perform and includes an
estimate of the charge for each service. Once the treatment
plan is reviewed, you and your dentist will be notified of the
benefits available.

Remember, the payment estimate is based on your eligibility
status and the amount of your calendar-year benefit maximum
at the time the estimate is received and reviewed. (The actual
payment may differ if your available calendar-year benefit
maximum or eligibility status has changed.)

Multi-Stage Procedures

Your dental plan provides benefits for multi-stage procedures
(procedures that require more than one visit, such as crowns,
dentures and root canals) as long as you are enrolled in the plan
on the date that the multi-stage procedure is completed. A
participating dentist will send a claim for a multi-stage procedure
to Blue Cross Blue Shield only after the completion date of the
procedure. You will be responsible for all charges for multi-stage
procedures if your plan has been cancelled before the completion
date of the procedure.

How Dentists Are Paid

Participating Dentists

Dentists that participate with Blue Cross Blue Shield of
Massachusetts, Blue Cross Blue Shield of Rhode Island, or
out-of-area dentists that are in the DenteMax Network of
Dentists, accept the lesser of either the dentist’s actual charge
or the allowed charge as payment in full for covered services. You
pay only your deductible and coinsurance (if applicable), and
charges beyond your calendar-year benefit maximum.,

In Massachusetts, benefits are usually only provided when covered
services are furnished by a participating dentist. The exceptions are
described in your plan description.

Non-participating Dentists Outside of Massachusetts

Benefits for covered services by a non-participating dentist outside
of Massachusetts are provided based on the dentist’s actual charge o1
the allowed charge, whichever is less. The allowed charge is based
on a schedule of charges. You may be responsible for any difference
between the dentist’s actual charge or the allowed charge, whicheves
is less. You are also responsible for your deductible and coinsurance
(if applicable), and charges beyond your calendar-year or lifetime
benefit maximum.

Supplemental Coverage

Non-participating Dentists Inside of Massachusetts

Your plan includes supplemental coverage to provide benefits for
covered services furnished in Massachusetts by non-participating
dentists. You may be responsible for the deductible and coinsurance
(if applicable), and any difference between the maximum allowance
and the dentist’s actual charge, and all charges beyond your
calendar-year benefit maximum. See your plan sponsor for details
and claim filing information.



When Coverage Begins
You are covered, without a waiting period, from the date you enroll
in the plan.

Dependent Benefits .

This plan covers dependents until the end of the calendar month
in which they turn age 26, regardless of their financial dependency,
student status, or employment status. Please see your plan
description (and riders, if any) for exact coverage details.

Accumulated Maximum Rollover Benefits

This portion of the dental plan includes an Accumulated Maximum
Rollover Benefit. This rollover benefit allows you to roll over a
certain dollar amount of your unused annual dental benefits for use
in the future. There are limits and restrictions on this benefit. Refer
to the Accumulated Dental Maximum Rollover brochure for further
information.

Enhanced Dental Benefits

Enhanced Dental Benefits for certain dental care services are
available for members who have been diagnosed with diabetes,
coronary artery disease, oral cancer, or who are pregnant. Contact
Member Service for more information.

Questions?

If You Have to File a Claim

Participating dentists will send claims directly to Blue Cross Blue
Shield. All you have to do is show them your Dental Blue ID card.
"The payment will be sent directly to your dentist as long as the claims
are received within one year of the completed service. »

If you receive care from a non-participating dentist, you will typicall
need to submit the claim yourself. Before submitting your claim, get
an Attending Dentist’s Statement form from Member Service.

After your dentist fills out the form, send it and your original
itemized bills to Blue Cross Blue Shield of Massachusetts, P. O. Box
986030, Boston, MA 02298. All member-submitted claims must be
submitted within two years of the date of service.

If you have a grievance, see your plan description for instructions on
how to file a grievance.

Other Information

Coordination of benefits applies to plan members who are covered
by another plan for health care expenses. Coordination of benefits
ensures that payments from other insurance or health care plans
do not exceed the total charges billed for covered services.

Your plan description has a subrogation clause, which means that
Blue Cross Blue Shield can recover payments if a member has
already been paid for the same claim by a third party.

For questions about Blue Cross Blue Shield of Massachusetts, call 800-932-8323, or visit us online at www.bluecrossma.com.
Interested in receiving information from us via e-mail? Go to www.bluecrossma.com/email to sign up.

Limitations and Exclusions. These pages summarize the benefits of your dental plan. Your plan description and riders define the full terms and conditions in greater
detail. Should any questions arise concerning benefits, the plan description and riders will govern. For a complete list of limitations and exclusions, refer to your plan

description and riders.
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At Blue Cross Blue Shield of Massachusetts, we
understand that oral health is a critical part of
overall health. That’s why we offer a dental benefit
that will allow you to roll over a portion of your
unused dental benefits from year to year.

This means that you can accumulate benefit dollars to help offset
higher out-of-pocket costs for complex procedures.

This benefit applies to you automatically if you:
* Receive at least one service during the benefit period

* Remain a member of the plan throughout the benefit period

* Do not exceed the claim payment threshold in the benefit period

ccumulated
ETTS Vaximum Rollover

How Maximum Rollover Works

Beginning 60 days after the last day of your benefit period, your
rollover amount will be added to your maximum benefit amount,
increasing it for you to use that year and beyond (see below for

amounts and maximums).

There is no cost to you. You don't need to do anything. In order
to figure out the amount of benefit dollars that are eligible to roll
over, just use the chart below. Start by searching for your benefit
period maximum in the first column. If Blue Cross Blue Shield

of Massachusetts does not pay out more claims dollars on your
behalf than the amount in the 2nd column, your benefit maximum
for the next year will increase by the amount in the 3rd column.

And, your rollover amount keeps growing and is available for you
to use as long as your employer offers this rollover benefit.*

The last column will show you the total amount of additional
benefit dollars you can earn. It's one more way Blue Cross

Blue Shield of Massachusetts is striving to improve health care

for all our members.

$500-$749 $200 $150 $500

$750-$999 $300 $200 $500
$1,000-$1,249 $500 $350 $1,000
$1,250-$1,499 $600 $450 $1,250
$1,500-$1,999 $700 $500 $1,250
$2,000-$2,499 $800 - $600 $1,500
$2,500-$2,999 $900 $700 $1,500
$3,000 or more $1,000 $750 $1,500

*This is not an FSA. The amount reflects your benefit maximum for a given year.

Blue Cross Blue Shield of Massachusetts Is an Independent Licensea of the Blue Cross and Blue Shield Association ® Registered Marks
of the Blue Cross and Blue Shield Association. ® Registered Mark of Blus Cross and Blue Shield of Massachusetts, Inc., and Blue Cross

and Blue Shield of Massachusatils HMO Blue, Inc. © 2015 Blue Cross and Blue Shield of Massachusetts, Inc.
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iination Notice

Nondiscriir

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetts provides:

e Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

* Free language services to people whose primary language is not English, such
as qualified interpreters and information written in other languages.

If you need these services, call Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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Translation Resources

Proficiency of Language Assistance Services

Spanish/Espariol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Liame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY. 711).

Portuguese/Portugués: ATENCAQO: Se fala portugués, s&o-lhe disponibilizados gratuitamente
senvigos de assisténcia de idiomas. Telefone para os Servicos aos Membros, através do ndmero no
seu cartédo ID (TTY: 711),

Chinese/E A3 iTE: MBEHF, RINAIEERFRMES MRS . BEITE D FEH
?EUJH%/\'Z{J\ %B (m%ﬁg 711) o
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreydl ayisyen, sevis asistans nan lang

disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantitifkasyon w lan (Sévis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi ndi Tiéng Viét, cac dich vu hd trg ngdn ngit duge cung cap cho
quy vi mién phi. Goi cho Dich vy Hoi vién theo s6 trén thé ID clia quy vi (TTY: 711).
Russian/Pycckuii: BHUMAHWE: ecnu Bbl roBopuTe no-pyccky, Bbl MOXeTe BOCNOSb30BaThCA 6ecriaTHbiMY

ycryramu nepesofunka. [o3soHuTe 8 0TeN 00CNyKUBaHWA KNMEHTOB MO HOMEPY, YKasaHHOMY B Baluel
UAeHTUOUKALMOHHOM KapTe (TeneTaitn: 711).

Arabic/ .:

Cilgh Slaz) eliygh Blhay e 352-sbl 63,01 e slac¥l Oloasy el .l Ll Blome Dygll] Buslubl Slass 350 gyl a6l Eous S 13] zolesl

(711 TTY” (Sls guall ot

Mon-Khmer, Cambodian/igi: Mg 8 &nNit: (el s1dgn S untwam an igd
NS WM ANAAARLE AHNGIANSUIUEAT yugid i@ iganuhominmynueg
ST G AN U TG SITRATHA (TY: 711)°]
French/Frangais: ATTENTION : si vous parlez francais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré

(TTY : 711).

ltalian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

Korean/gt®01: 2| B0 & AlEdtAl= 4%, HO A& MH[AE FEZ 0|85t =
AZHEL #ste] DIL=0 = Jsa}tHg(TrY 711)E ALZ5t0] 2@ AMH[A0 MESHAAIL.

Greek/Anvika: MPOXOXH: Eav pihdte EMnvikd, StatiBevtat yia oag unnpecieg YAwooikr| BoryBeiag,
Sdwpedv. Kaéote v Yrmnpeoia E§unmpétnong Mehwv otov aptBud tng kaptag péroug oag (1D Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujgce sie jezykiem polskim moga bezpfatnie skorzystac z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fgg): et & afg 3ma Redr Saa €, dF #4191 Fgraar darg, 39 & e f@:ges
IS ¥ Teey Jani F MUF NSE. FE W T A0 Fax W Hl FY @A 711).

Gujarati/oevidl: #4120k 6fl di AerRudl ellatdl €1, dl dH el AgidL Al (AL el Guaoy 8.
dn1L 253l 513 Uz 2ulal <otz w2 Member Service A Sid 52 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na

mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong

nasa iyong ID Card (TTY: 711).

Japanese/ H#5E: BHSE  AAEEBFELICED L FEHOSET VA2V AY —E &

%l{ﬂ% WERRITEY, DA—RICREOEFEESZFERAL AN\ —EAEKTHERELETL
TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verfigung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an

aTy: 711).
Persian/gleuly:

(TTY: 711) 0,80 ol clinel laasr Ean b 395
Lao/w39290: £0onsla: 19659c29wI9299l0, Snwd3nwgosc@echuwrzaltiiolos
VCION". Ezmmcqhs)i)omv:Jxmqnmwa&can?mamweﬂuuoaagmw (TTY: 711),
Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanitt’i’go saad bee yat'i’ éi
t*44jiik’e bee nikd’a’doowolgo éi nd’ahoot’i’. Dii bee anitahigi ninaaltsoos bine’déé¢’ néomba bikd’igfiji’
béésh bee hodiilnih (TTY: 711).
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