Effective February 1, 2004
HEALTH NET OF CALIFORNIA, INC. :
INDIVIDUAL & FAMILY EOA AND HMO PLUS PLANS Health Net

Principal benefits and coverages for dental care provided with HMO and EOA Plus
plans

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY ONLY.
THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF
COVERAGE BENEFITS AND LIMITATIONS.

This document describes the Covered Services of this dental plan, as well as Copayment requirements and Exclusions and
Limitations of benefits. Covered Services are also subject to the terms and conditions stated in the Evidence of Coverage and
Group Agreement. As described in the Evidence of Coverage, except for Emergency Dental Care, Orthodontia, and Health Net
of California authorized referrals to specialists, all of the following services must be provided by the Member’s Primary Dentist
in order to be covered under this dental plan. Occasionally an instance arises where the Primary Dentist deems that the
services of a specialist are required. Health Net of California can assist the Member with a referral to a specialist. However,
there is no coverage under this Plan for services rendered by a specialist except for orthodontic care.

Services Performed by Member
Primary Care Dentist Pays*
DEDUCTIBLES. ...ttt ettt ettt e h e o a e e ee bt e 4 h bt e ee e £ h et e ea bt o4 H bt e se e e 4 h e e e ne bt e eh bt e nh bt e e bn e e et an e et nen e s None
LIFETIME IMAXIMUIMS ...ttt ittt ettt £t eeh bt 4 ekt e 2a b e o4 a ke e 1h bt e 4h b e e 1H b £ e 4R b e e 1h bt o4 H e e e eh bt e eh bt e eh b e e e mb e e ne bt e embeenab e e enbeeneneas None
PROFESSIONAL SERVICES
DIAGNOSTIC
D0120 = oo [Tl o] -1 I = Y= (U F: Ui o] o EO PRSPPI No Charge
D0140 Limited oral evaluation - Problem FOCUSEA ..........c..eeiiiiiiii et e e e e e e e e e nneeeeeas No Charge
D0150 Comprehensive oral evaluation - new or established Patient .............c.ueiiiii e No Charge
D0210 Intraoral - complete series (INCIUAING DILEWINGS) .....c.ooii ittt e e e e e e e s eeneeeeaea e an No Charge
D0220 Intraoral - periapiCal fIFSt FIlM ... ..o e et e e e e et e e e e e e e s nnneneeaaa e s No Charge
D0230 Intraoral - periapical each additional filM ...........eeiiii i e e eee e No Charge
D0240 INtraoral - OCCIUSAl FilIM ... ettt e e e e ettt e e e e e e e et bttt e e e e e e s ntaer e e e e e e e aannnnneeaaaean No Charge
D0270 BIteWING - SINGIE FIlM . ettt et e e e ettt e e e e e e et bt e e e e e e e e e ntaee e e e e e e e aannnrneeaaaean No Charge
D0272 BItEWINGS = TWO FIIMS .. oottt e e e e ettt e e e e e e s nt b e e e e e e e e e e nbaeeeeaeeeeaansnnneaaaaean No Charge
D0274 BIteWINGS - TOUE FIIMIS . ettt e e e e ettt e e e e e e st bt e e e e e e e e e ntaeeeeaaeesaansneneeaaaean No Charge
Bitewing xrays are limited to one series of four films in any 12-month period
D0330 o=V aTo ] =10 1 (o3 111 o PR ESRTRR No Charge
D0460 LU TR =111 Y =T £ PR ERRT R No Charge
D0470 D] Vo oISy oo ] £ PP No Charge
D0473 Accession of tissue, gross and microscopic examination,
preparation and transmission OFf WItEEN FEPOIT ........cccuiiiiiiiiii ittt No Charge
D0474 Accession of tissue, gross and microscopic examination, including assessment of surgical
margins for presence of disease, preparation and transmission of Written report............cccccov e No Charge
PREVENTIVE
D1110 Prophylaxis = @0UIE (INTLIAL) ........eeeiee ettt e b e e se e seb e e st e sin e e sen e e nene e e $8
D1110 Prophylaxis - adult (second in SAME CAlENTA YEA) .......cciviiiiiiiiiiiiie it e s $23

Prophylaxis is limited to: (a) one initial treatment every 12 months, and (b) one “second” treatment every 12 months. An
additional prophylaxis will be covered if determined to be dentally necessary consistent with

professional practice. For example, for high-risk patients, such as women who are pregnant, enrollees

undergoing cancer chemotherapy, or enrollees with compromising systemic diseases such as diabetes.

D1120 0o o] )Y = Mo a1 (o I (a1 - ) PRSPPI $8
D1120 Prophylaxis - child (Second in SAME CAIENUAT YEAI) ......ciieiiiiiiiiiiiee e e eeiie et e e e e s e e e e e s st ae e e e e e e s setbereeeaeessassebeeeeaessansnnaes $23
D1201 Topical application of fluoride (including prophylaxis) - child (INitial) .............cooooiii e $13
D1201 Topical application of fluoride (including prophylaxis) - child (Second in SAME YEAr).........cciiuuiiiiiieeiiiiiiee e $28
D1203 Topical application of fluoride (prophylaxis not included) - Child .............ueeiiiiiii e $3
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D1203 Topical application of fluoride (prophylaxis not included) - @dUIt...............oooiiiiii e $3
D1310 Nutritional counseling for control Of dental dISEASE ............uiiiiii i e ea e e No Charge

PREVENTIVE - CONTINUED

D1330 Oral NYQIENE INSTIUCTIONS ...t ee ettt et ettt e e e ettt e e e e e s st bt et e e e e e s ntbee e e e e e e e eansbeeeeeaeeeaannnsseeeaaeeaannneneeas No Charge
D1351 B T=T= 1 LT AR =T g (o To ) 1 SO R $5
D1510 Space maintainer - fIXed - UNIALETAL.............ue ittt e e ettt e e e e s ettt e e e e e e e e nntae e e e e e e aaanntbeeeeaeeaaann $75
D1515 Space maintainer - fIXEA - DIATEIAL. ........o e et e e e et e e e e e e et e e e e e e e e annebeeeeaaeeaans $155
D1520 Space maintainer - remMoVvable - UNIALETAL ...........oo i ettt e et e e e e e e et e e e e e e e e e annebeeeeaaeeanas $100
D1525 Space maintainer - removable - DIATEIaAL ............ oo et e e e et e e e e e e e e e e $170
D1550 Re-cementation of space maintainer
RESTORATIVE
D2140 AMalgam - ONE SUITACE, PIIMAIY ... ..uuuiieiieeiieiiite et e e e s e et e e e e e e e e s b e et eaeeessastbtaeeaaeessasstseeeaaesaassssbaetaaeesssstbeesaeeeessnnsbnseeeens $20
D2150 Amalgam - tWO SUITACES, PIIMAIY ... ..eeeieii et e ettt e e e ettt et e e e e s e e e beeee e e e e s e e naeeeeeaaeeaaantbeeeeaaeasanntbeeeaaaeasaansnnneeaans $25
D2160 Amalgam - three SUIMACES, PIIMIAIY ......eiii ittt e e e e ettt e e e e e e e e aaee e et e e e e e e nntbeeeaaeeaaanntbeeeaaaeasaansbnneeaens $37
D2161 Amalgam - fOUr OF MOTE SUITACES, PIIMAIY ... .. . eiiiie ettt e e e ettt e e e e e s e e tateeeeaae e e e antbeeeaaaeasantbeeeaaeeesaansnnneeaens $37
D2140 Amalgam - one surface, permanent.............
D2150 Amalgam - two surfaces, permanent
D2160 Amalgam - three surfaces, permanent
D2161 Amalgam - four or More SUfaces, PEIMANENT. ........c i ettt e e e ettt ee e e e e e e aeb e e e e e e e e s antbeeeaaeeesaanrreneeeens
D2330 Resin-based composite - 0Ne SUIMTACE, ANTEIION ...... ... ittt e e e e ettt et e e e e e s eatbe e e e e e e s aannnebeeaeaeeeannnens
D2331 Resin-based composite - tWO SUITACES, ANTEIION.........ceiii ettt e ettt e ettt e e e e e s et e e e e e e e s s antbeeeeeaeasaannaeseeaeaeeaannnnens
D2332 Resin-based composite - three SUIACES, ANTEIION . .......ci i ittt e ettt e e e e et e e e e e s sannaeeeeaeaeeeennnnees
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior)
D2391 Resin-based composite - one surface, posterior (Permanent tOOth)............ooi i
D2392 Resin-based composite - two surfaces, posterior (Permanent tOOth) ...........cooi i
D2393 Resin-based composite - three surfaces, posterior (permanent tooth) ...........ccociiiiiiiii e
D2394 Resin-based composite - four or more surfaces, posterior (permanent tooth)
D2391 Resin-based composite - one surface, posterior (Primary t0Oth) ............uuiiieiiiiii e
D2392 Resin-based composite - two surfaces, posterior (Primary t0Oth) ............eiiiiiiiiiiiiiiee e
D2393 Resin-based composite - three surfaces, posterior (primary t00th) ............ooiiiiiiiiiiiie e
D2394 Resin-based composite - four or more surfaces, posterior (primary to0th).............eviiiiiiiiiii e
CROWNS - SINGLE RESTORATIONS ONLY
D2710 Crown - resin (indirect) (eXCIUAING MOIAIS) ......coiiiiuiiiiiie et e et a e e e $240 plus actual lab cost
....of noble or high noble metal
D2720  Crown - resin with high noble metal (excluding MOIArs) ...........cceiiiiiiiiiiieeiiiiier e $240 plus actual lab cost
of noble or high noble metal
D2721  Crown - resin with predominantly base metal (excluding molars) .........c.ccceevveiieeeiieineesiee e $240 plus actual lab cost
....of noble or high noble metal
D2722  Crown - resin with noble metal (excluding MOIArs)..........cccuvviiiieiiiiiiii e $240 plus actual lab cost
of noble or high noble metal
D2750  Crown - porcelain fused to high noble metal (excluding MOIArs)...........coocveeeiiiiieiiiie e $305 plus actual lab cost
of noble or high noble metal
D2751  Crown - porcelain fused to predominantly base metal (excluding molars)...........cccccevevvieeeniineenns $305 plus actual lab cost
of noble or high noble metal
D2752  Crown - porcelain fused to noble metal (eXcluding MOIAIS) ........ccocvuiiiirieeiiiiiiier e e $305 plus actual lab cost
of noble or high noble metal
D2780  Crown - 3/4 cast high NOBIE METAl..........ooi i e e e $280 plus actual lab cost
....of noble or high noble metal
D2781  Crown - 3/4 cast predominantly base metal.............coooiiiiiiiiiiiie e $280 plus actual lab cost

of noble or high noble metal
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D2782 Crown - 3/4 €ast NODIE METAL .......ooiiii et e e e e e e eaae e e as $280 plus actual lab cost
................................................................................................................................................ of noble or high noble metal

CROWNS - SINGLE RESTORATIONS ONLY - CONTINUED

D2790 Crown - full cast high NODIE MEtal.............eiiiii e $280 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D2791 Crown - full cast predominantly base Metal..........c..vueiieiiiiiiiiiii e $280 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D2792 Crown - full cast NODIE METAL.........c.cviiiiiiiii e $280 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D2910 RECEIMEBNT INTAY ... ee ettt et oottt ettt e oo oottt ettt e e e e e e aatt e et e e e e e e antbe et e e e e e s ntbeeeeaae e ansbeseeeaeesaansnsseeaeaeeaannnnnnn
D2920 Recement crown
D2930 Prefabricated stainless steel crown - primary tooth.............
D2931 Prefabricated stainless steel crown - permanent tooth
D2940 R=To A1V = {11 1 o P URPUPPTP
D2950 Core buildup, INCIUAING @NY PINS....ciiiiiiieie ettt e e e et e e e e e s e etaeeeeaaeeeeanneaeeeaaesaaanneees $23 plus actual lab cost
......................................................................................... ....of noble or high noble metal
D2951 Pin retention - per tooth, in addition tO reStOration ............ccuvviiiieeiiiiiiiiee e $20 plus actual lab cost
......................................................................................... ....of noble or high noble metal
D2952 Cast post and core in additioN 0 CrOWN ......c.iiiiiiiiiiiiiie ettt e et e e e e e e eeeae e e as $100 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D2953 Each additional cast post - SAME tOOTh.........coooi i $100 plus actual lab cost
......................................................................................... ....of noble or high noble metal
D2954 Prefabricated post and core in addition T0 CrOWN .......iiiii it e e s e e e e e s et e e e e e s satbereeeeaeeeannnnaes $60
D2957 Each additional prefabricated POst - SAME TOOTh .......iiiiii i e e e a e e e e e a e $60
ENDODONTICS
D3110 Pulp cap - direct (excluding final reSTOrAtiON)............uiiiiiii ittt e e ettt e e e e e s e tbe e e e e e e s aannnbeeeaeaeeeannnens $21
D3120 Pulp cap - indirect (excluding final FESTOIAtION) ..........cei it ettt e e e ettt e e e e e s e eatbe e e e e e e s aannbebeeaeeeeeanneene $21
D3220 Therapeutic pulpotomy (excluding final restoration) -
removal of pulp coronal to the dentinocemental junction and application of medicament.............cccccceeeiiiiiiiierie e, $33
D3310 Anterior (eXClUding fINAl FESTOTATION) ... ..iieeii ittt e et e e e et e e e e e et e et eaeeeasatbaeeeeeeassntbeaeeeeeessansanseeeens
D3320 Bicuspid (eXcluding fiNal FESTOTATION) ........uiieii ittt e ettt st e e e e e e e e e e e e e easatb e e e eaeeessstbaaeeaeeesaastseseeaeeesaannrens
D3330 Molar (excluding final restoration)
D3346 Retreatment of previous root canal therapy - anterior
D3347 Retreatment of previous root canal therapy - DICUSPI...........ueiiiiiiiiiiiiiiee e e e e e e e e e e s eeanenes $240
D3348 Retreatment of previous root canal therapy - MOIAT ...........c..vviiiii i e e s e eaneaes $315
D3410 Apicoectomy/periradiCular SUFGEIY = @NTEIIOT .......iiieiiiiiiiiier e e e s eett e e e e s e e et e e e e e s tb e et e aeeeasatbaeeeaaeessntbaaeeeeeessansanseeeens $155
D3421 Apicoectomy/periradicular surgery - DicuSPId (FIrSt FOOT) .....c.ooii i $155
D3425 Apicoectomy/periradicular surgery - Molar (FiIrSt FOOL) ........ooiii i e eas $155
D3426 Apicoectomy/periradicular surgery - (each additional FOOT) ............uuiiiiiiiii et $75
D3430 Retrograde filliNg = PEI FOOL ... ... ittt ettt e e e oottt e e e e e s atbe et e e e e e e s ntbeeeeeae e e aansbeeeeeaeasaansnnseeaeaeeaannnnens $48
D3450 [a0eTo] - 1o gl o101 - UiloT g Nl 1T g (o T | AR URRTIN $85
D3920 Hemisection (including any root removal), not including root canal therapy............ooo e $85
PERIODONTICS
D4210 Gingivectomy or gingivoplasty, four or more contiguous
teeth or bounded teeth SPACES PEI QUAIANT ... .ieiiiiie ettt e e e e ettt ee e e e e e et b e e e e e e e e e anntbeeeeeeeeaannsneeeaaaeaanns $230
D4211 Gingivectomy or gingivoplasty, one to three teeth, per qUAArant .............cooo i $33
D4240 Gingival flap procedure, including root planing -
four or more contiguous teeth or bounded teeth spaces, per quadrant...............c.cceeeeene
D4241 Gingival flap procedure, including root planing - one to three teeth, per quadrant
D4260 Osseous surgery (including flap entry and closure) - four or more contiguous teeth or
bounded teeth SPACES, PEI QUAATANT ..........oii ettt e e e e ettt e e e e e e e e taeeeeeeeeseansbsaeeeeaeeaannseeeeaaeeaannnnens
D4261 Osseous surgery (including flap entry and closure) - one to three teeth, per quadrant
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PERIODONTICS - CONTINUED
D4341 Periodontal scaling and root planing - four or more

contiguous teeth or bounded teeth spaces, Per QUAAIANT ............ooiii i a e eae e e $30
D4342 Periodontal scaling and root planing - one to three teeth, per QUAAIaNT.............ueiiii i $30
D4355 Full mouth debridement to enable comprehensive evaluation and diagNOSIS ..........coeeeiiiiiiiiiree e e $20

PROSTHODONTICS (REMOVABLE)

D5110 ComMPIlEte AENTUIE = MAXIITANY.......eiiii i e e e e e e e s s b b e e e e e e s sassbeaaeeaeessassbsaeeeaeesaasstbseeeaessasnnrens $405
D5120 Complete denture -MAaNIBUIAT. ..............uuiiiiie e e et e e e s e st e e e e e et s atbtaeeeaeesaaantbeeeeaesaannnrees $405
D5130 IMMmediate deNTUIE = MAXIIAIY .......ciiiiiiiiii e e e sttt e e e e e et b e et e e e e aasaatbaeeeaeeessstbaaeaaeeessastseseeaaeesaannrens $420
D5140 Immediate denture -MAaNAIDUIAE ........... ..o et e et e e e e e et e e e e e e e e s ntbeaeeaaeeeaannneaeeeaaeeaannnens
D5211 Maxillary partial denture - resin base (including any conventional clasps, rests, and teeth) ............cccccoeiiiiii s

D5212 Mandibular partial denture - resin base (including any conventional clasps, rests, and teeth)
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any

conventional clasps, rests AN TEETN) .. .....c..uiiiiii e e e e e e e e e e e e e et raaaeaaas $385
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any

conventional clasps, rests AN TEETN) ... .. e e et e et e e et e e e e e e nr e e e e e e e e
D5410 Adjust complete dentUre - MAXIIAIY..........ooo et e ettt e e e e e e et bt e e e e e e e s antbeeeaaeeesansrneeeaans
D5411 Adjust complete denture - MANIDUIAL. ...t e ettt e e e e e e et e e e e e e e s antbeeeaaeeeeanebneeeeans
D5421 Adjust partial denture = MAXITATY ..........oeii ottt e e e et et e e e e e e e aaeeeeeaaeeaasabbeeeaaaeaaantbeeeaaaeesaansnnneeeens
D5422 Adjust partial denture - MANGIDUIAL ..........ooo ettt e e e e e e et e e e e e e e s anbbeeeaaeeesantnneeeaans
D5510 Repair broken complete ENTUIE DASE.........oii ittt ettt e e e e ettt e e e e e e st bt e e e e e e s sansnebeeaeaeeaannnrens
D5520 Replace missing or broken tooth - complete denture (each tooth)
D5610 REPAIN FESIN TENTUIE DASE ... eeiiiiiie ettt e ettt e e e e e ettt e e e e e e aa b b e et eeee e s s st b eaeeeeeessantbeseeeeeessansssbaneeaeenannnees
D5620 T o U o= S o =T 4 T=Y 1Y PP PURPTTN
D5630 T o U o =T o P Tot= N o] £ (= g ol F= T o PRSP URPRPN
D5640 Replace DroKen tEEth - PEI TOOTN ..ot e e e e et e e e e e e st bee e e e e e e s saatbebeeeaeessasseraeeeaeesannnnaes
D5650 Add tooth to eXiSting PArtial AENTUIE .....c.iciiiiiiiiiii et e s e e e e e s e e e et e e e s e s atb e et e aeesssatbeeeeaeeessnntbnseeaens
D5660 Add clasp to exXiStiNg PArTiAl AENTUIE .........cciiiiiiiiii et e e e e e e e e e s e et b e et e e e s e s s tb e et aaeeessatbeaeeaeeessnntbeseeaens
D5710 Rebase complete MaXillary QENTUIE..........uuiiiie it e et e e e e s e e e e e e e s eatbeaeeeaeessastbtaeeeaeesaasnsbeeeeaesaasnnrens
D5711 Rebase complete MandibUIAr DBNTUIE ..........oii it e e e e e e e e e e e e s eetbtaaeeeeesaasantaeeeeaessannnrnes
D5720 Rebase Maxillary Partial QENTUIE .........oouiiiiieie et e e e e e et e e e e e e e e aasb e e e eaeessastbeaeaeaeesaasnsbseeeaessasnnrens
D5721 Rebase mandibular Partial dENTUIE ...........eeiiiiiiiiii et e e e st e e e e e s e e b e e e e e e s satbtaeeeaeesaasstbeaeeaesaasnnrees
D5730 Reline complete maxillary denture (chairside).....................
D5731 Reline complete mandibular denture (chairside)
D5740 Reline maxillary partial denture (ChAIrSIOE)..........ieuurrieiie ettt e e e e e e e e e s s r e e e e e e s setbaa e e e e e e s sasbebaeaeaeseansnnaes
D5741 Reline mandibular partial denture (CHAIISIAR)..........uuviiiieeiiiiiii e e e e e e e s e e e e e e e s sstbereeeeaeeeannnnaes
D5750 Reline complete maxillary denture (IaDOFALONY) ..........ooi o ittt e e e e s et e e e e e e e eenneaeeeaeeeeanneens
D5751 Reline complete mandibular denture (IADOTFATOTY) .........oo oot e e e e e e e e e e e e nneees
D5760 Reline maxillary partial denture (JADOTATOIY) ...........eeiiiiii ettt e e e e et e e e e e e e e e e e e e eennenes
D5761 Reline mandibular partial denture (IADOFALONY).......... o ittt e e e e e s st e e e e e e e aanneaeeeaeeeeannenes
D5820 Interim partial denture (MAXIIANY) ..........e oottt e e e ettt e e e e e e e s et e et eaa e e s s ntbeaeeaaeesaannanaeeeaeeeaannrens
D5821 Interim partial denture (MANAIDUIAT) ... .o ettt e e ettt e e e e e e ntb e et e e e e e s e nnaeaeeeaeeeaannenns
D5850 Tissue conditionNiNg, MAXIIAIY .........e oo ettt e e ettt e e e e e e e the et e e e e e e e m s aeeeeeeeesaannsbneeaaeeaaanntbneeaaaaaannn

D5851 Tissue conditioning, mandibular

PROSTHODONTICS (FIXED)

D6210 Pontic - cast- high NODIE METAL.........coiiiiiiiiiiee e e e e e e e e e $280 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D6211 Pontic - cast predominantly DASE METAL...........ooi i ettt e et e e e e e s et e e e e e e e e e nneae e e e e e e eanneees $280
D6212 Pontic - cast NODIE METAI ............e e e e e et a e e e $280 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D6240 Pontic - porcelain fused to high noble metal (excluding MOIars).........ccccvvevieeiiiiiiiiiiie e $305 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
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D6241 Pontic - porcelain fused to predominantly base metal (eXCluding MOIAIS)..........uuuiiiiiiiiiiiiiiei e $305
D6242 Pontic - porcelain fused to noble metal (excluding MOIArs) ............oooiiiiiiiiiiiiiii e $305 plus actual lab cost
....of noble or high noble metal
D6750  Crown - porcelain fused to high noble metal (excluding molars)..........ccceevviiiiiieiie e $305 plus actual lab cost
of noble or high noble metal
D6751  Crown - porcelain fused to predominantly base metal (excluding molars)..........cccccooevviiviiieeeiiiinnns $305 plus actual lab cost
of noble or high noble metal
D6752  Crown - porcelain fused to noble metal (excluding MOIArS) ...........coiceveiiiiireiiiie e $305 plus actual lab cost
of noble or high noble metal
D6780  Crown - 3/4 cast high NobIe MEtal............coeiiiiiiiiiiiii e nenes $280 plus actual lab cost
....of noble or high noble metal
D6781  Crown - 3/4 cast predominantly base MEtal............cccueeiuiiiiiriiie e ee e e ee s $280 plus actual lab cost
of noble or high noble metal
D6782  Crown - 3/4 cast NODIE METAL ......c.cooiiiiiiiii e e e e s e st a e e e e e e e rannres $280 plus actual lab cost
of noble or high noble metal
D6790  Crown - full cast high NODIE METAL..........coi i e e e e enee $280 plus actual lab cost
of noble or high noble metal
D6791  Crown - full cast predominantly base MEtal ............coocueiiiiiiireiiiii e $280 plus actual lab cost
.... of noble or high noble metal
D6792  Crown - full Cast NODIE METAL......cciiiiiiiiiiii e e e e e s e e e e e e e e e e rannnes $280 plus actual lab cost
... of noble or high noble metal
D6930  Recement fiXed Partial dENTUIE ........cccciiiiiiie ettt e et e e et e e st e e e ettt e e e amte e e e amseeeessteeeeaneeeeesnneeaeaseeeeaanseeeeannneas $23
Fixed bridgework will be covered only when a removable
partial denture cannot satisfactorily restore the case
D6970 Cast post and core addition to fixed partial denture retainer............cccovvveviee e $100 plus actual lab cost
............................................................................................................... ....of noble or high noble metal
D6971 Cast post as part of fixed partial denture retaiNer............oooiiuiiiiii i $100 plus actual lab cost
................................................................................................................................................ of noble or high noble metal
D6972 Prefabricated post and core in addition to fixed partial denture retaiNer..........cccuvviii it $60
D6973 Core build up for retainer, inClUdinNg @NY PINS .......uvuiiiiiiii e e e e s e e nenes $23 plus actual lab cost
of noble or high noble metal
D6976  Each additional cast post - SAME TOOTh...........ceiiiiiiiiiiie e $100 plus actual lab cost
... of noble or high noble metal
D6977  Each additional prefabricated poSt - SAME TOOTH ..........oiiiiiii e e $60
ORAL AND MAXILLOFACIAL SURGERY
D7111 Coronal remnants - AECIAUOUS TOOTN ........coiuuiiiiiiiiie ittt ettt ettt e e aab e e sbt e e e st b e e e e aabr e e e naneeas $35
D7140 Extraction, erupted tooth or exposed root (elevation and/or fOrceps remoVal)...........cooiiiiiiiereeeiiiiie e $35
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) -
L=T= 1] = Vo Lo o = o T o USSR $27
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal)
(rOOt rEMOVAI = EXPOSEA FOOLS) ... .uttieeiitiee ettt ettt e e ettt e ettt e tb et e e et e e ekttt e e shb e e e e aabb e e e eabee e e ek b e e e e ambb e e e sabb e e e e bbe e e aanbeeeennneeas $43
D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal
Of DONE and/Or SECLION OF TOOTN.......ci ittt ettt e e e e ettt e e e e e e s s ntbe e e e e e e e s eansneseeaeaeeeannnens
D7220 Removal of impacted tooth - soft tissue.......
D7230 Removal of impacted tooth - partially bony
D7240 Removal of impacted tooth - completely bony
D7250 Surgical removal of residual tooth roots (CULtING PrOCEAUIE)........eeiiii it e e e e e e e e ennebeeeeaeeeaas $50
ORTHODONTICS
D8070 Comprehensive orthodontic treatment of the transitional dentition
D8080 Comprehensive orthodontic treatment of the adolescent dentition
D8090 Comprehensive orthodontic treatment of the adult dentition...................
D8210 Remaovable applianCe therapy .........o ittt e oottt e e e e e e ettt ee e e e s e antaeaeeeae e e aannebeeeaaeeaannnens
D8220 e To BT oo o T (oI 1 g 1= - T o U URRTIIN
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D8670 ROULINE OFNOTONTIC VISIES ...ttt ettt ettt e skt e e ettt e e e e e s e e e e e st e e s ann e e e s b e e e snnnn e e e nnnnees $17
ADJUNCTIVE GENERAL SERVICES
D9110 Emergency visits - during regular dental 0ffice NOUIS...........c.uvviiiiiiiiii e $14 Note: this copay is
................................................................................................................................... in addition to specific services copays
PROFESSIONAL VISITS
D9440 Emergency visits - after regular dental office NOUIS ...........ccvviiiiii i $55 Note: this copay is
................................................................................................................................... in addition to specific services copays
AMBULANCE SERVICES ...tttk a et b et ekt e bt e E et e b et e b et e be e e s E e e e be e e sk bt e abe e e be e e abe e et e e eneeeres Not Covered
PRESCRIPTION DRUG COVERAGE ...ttt ittt ettt ettt h ekt e e he e bt e ehb e e kbt e ebe e e ek bt e abe e e ebbeenne e e nbneennne et Not Covered
DURABLE MEDICAL EQUIPIMENT ...ttt ittt sttt sttt sttt ettt ettt st sbe ekt e s be e e st bt e ebe e e st b e e nbe e e bneenne e e Not Covered
MENTAL HEALTH SERVICES ...ttt ittt sttt ettt bttt s kbt e bt e ekt e ek et e e bt e ek bt e ek bt e abe e e b bt e ebb e e nbeeenbn e e nbneeanneeneee Not Covered
CHEMICAL DEPENDENCY SERVICES .......oiiiiiiitiiiiit ittt ettt ettt e s et e s be st eesn e s beesneean Not Covered
HOME HEALTH SERVICES ... .ttt sttt sttt sh et e skt ek et e ek bt e ek et e e b bt e ekt e e ek bt e abe e e ek bt e abe e e et e e e nbn e e nbneennneeeee Not Covered
OTHER SERVICES
MISCELLANEOUS SERVICES
D9930 Treatment of complications (post-surgical) - unusual circumstances, DY repPort..... ... $11
D9951 Occlusal adjustment - lIMited (PEr QUAIANT) ...........e ittt e e e ettt et e e e e s e nbbeeeeeaeesaantbeseeeaeesaansnnseeeeaesaannnrens $27
D9952 Occlusal adjustment - complete (PEr QUAATANT) .........eii ittt e e ettt et e e e e e aab et e e e e e e e saatbeseeeaeassannaneeeeaaeeaannnnens $27
D9999 Missed appointments without 24-hour prior NOLICE............eiiiiiiiiiiiiiiee e $20 Note: The copayment for missed

appointments may not apply if:

(a) the Member canceled at least

24 hours in advance, or

(b) the Member missed the appointment
because of an emergency or circumstances
beyond the control of the Member

D9999 Transfer of all materials with less than a full MOUL X-Tay .............eiiiiiiiiiii e No Charge
D9999 Transfer of all materials With a full MOULN X-TaY...........uviiiiii i e e e e e e e e e s snees No Charge
D9999 Operatory preparation fee (payable per visit in addition to any applicable copayments for

[oto3Y =] (=To = g ot =T oo (= =T | PP UPRTR No Charge

Dental service copayments are for services performed by a Participating General Dentist.
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PRINCIPAL EXCLUSIONS AND LIMITATIONS FOR
DENTAL CARE PROVIDED BY HEALTH NET OF CALIFORNIA.

All dentally necessary services are covered if performed by the Member’s Primary Dentist. If services of a dental
specialist are required, the Member will be responsible for the specialist’s fees.

= Prophylaxis is limited to: (a) one initial treatment every 12 months, and (b) one subsequent treatment every 12
months.

= Fluoride treatment is covered twice in any 12-month period.
= Bitewing X-rays are limited to one series of four films in any 12-month period.

= Full-mouth X-rays are limited to once every 36 months or as needed consistent with professional practice
guidelines.

= Periodontal treatments (subgingival curettage and root planing) are limited to five in any 12-month period.
= Replacement of a restoration is covered only when it is dentally necessary.

= Fixed bridgework will be covered only when partial bridgework cannot satisfactorily restore the case.

= Replacement of existing bridgework is covered only when it cannot be made satisfactory by repair.

= Partial dentures will be replaced as dentally necessary consistent with professional standards of practice.

= Full upper and/or lower dentures will be replaced as dentally necessary consistent with professional standards
of practice.

= Services that, in the opinion of the attending dentist or Health Net of California, are not dentally necessary.

= Any experimental procedure. Experimental treatment if denied may be appealed through the Independent.
Medical Review process and that service shall be covered and provided if required under the Independent Medical
Review process.

= Any procedure of implantation.

= Any procedure performed for the purpose of correcting contour, contact or occlusion.
= Any procedure that is not specifically listed as a covered service.

= Elective dentistry and cosmetic dentistry.

= Fees incurred for broken or missed appointments (without 24 hours notice) are the Member’s responsibility.
However, the copayment for missed appointments may not apply if: (a) the Member canceled at least 24 hours in
advance; or (b) the Member missed the appointment because of an emergency or circumstances beyond the
control of the Member.

= General anesthesia or intravenous/conscious sedation. However, such services may be covered under the
medical services portion of this Plan. See the Plan Contract and EOC for details.

= Hospital charges of any kind.
= Loss or theft of full or partial dentures.

= QOral surgery requiring the setting of fractures or dislocations, orthognathic surgery and extraction solely for
orthodontic purposes (does not apply to fractured or dislocated (knocked out) teeth).

= Prescription medications.
= Services that cannot be performed because of the physical or behavioral limitations of the patient.
= Temporomandibular joint treatment (TMJ).

HMO Dental and Vision Coverage
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= Treatment of malignancies, cysts, neoplasms or congenital malformations.

DENTAL PLAN GENERAL PROVISIONS

An additional charge will be required for missed appointments. Missed appointments without 24 hours notice will
be charged an additional charge. However, the Copayment for missed appointments may not apply if: (1) the
Member canceled at least 24 hours in advance; or (2) the Member missed the appointment because of an
emergency or circumstances beyond the control of the Member.

GRIEVANCE PROCEDURES AND MANDATORY ARBITRATION

A Member must submit all grievances concerning this dental plan through Health Net of California’s internal
grievance procedures before a Member may file for arbitration for final and binding resolution of the grievance.
Arbitration is the final process for the resolution of any dispute arising out of or relating to this dental plan,
whether involving a claim in tort, contract or otherwise.

SERVICES TO WHICH THE MEMBER IS ENTITLED UNDER

ANY WORKERS’ COMPENSATION LAW OR ACT

This dental plan shall provide coverage for services at the time of need. Where other coverage exists, the Plan may
coordinate the benefits and/or assert a lien. It is the responsibility of the Member to execute and deliver relevant
documents and/or take such action as may be necessary to assure that the plan is reimbursed for benefits provided
by Workers” Compensation. This section does not apply to Medi-Cal Beneficiaries.

ORTHODONTIC BENEFITS

The orthodontic copayment charged for children through age 19 will be $1,800 per case. Adults aged 20 or older
will be charged an orthodontic copayment of $2,000 per case. This benefit is limited to 24 months of usual and
customary orthodontic banding.

PRINCIPAL ORTHODONTIC EXCLUSIONS AND LIMITATIONS
Health Net of California reserves the right to limit coverage to its choice of participating dentists.

HMO Dental and Vision Coverage
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Principal benefits and coverages for vision care provided with HMO and EOA Plus

plans
Underwritten by Health Net of California and administered by SafeGuard Health Plans, Inc. This benefit is included
with HMO 15 Plus, HMO 40 Plus and EOA 15 Plus

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A
SUMMARY ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A
DETAILED DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

All of the following services must be provided by the Member’s selected Participating Vision Provider in order to be
covered under this vision plan.

Summary of vision benefits

COVERED SERVICES MEMBER PAYS
Deductibles None
Lifetime maximums None
PROFESSIONAL SERVICES

Vision exam (once every 12 months) $10 copayment

An additional examination may be provided consistent with
professionally recognized standards of practice within 12
months if medically necessary.

Corrective lenses and spectacle frames or $40 copayment

contact lenses (once every 12 months) Frames are covered up to a maximum wholesale allowance

of $32, medically necessary contact lenses are covered up

to a maximum allowance of $250 (when medically
necessary contact lenses are required, the Plan pays the
benefits for both contact lenses and spectacles), non-
medically necessary contact lenses are covered up to a
maximum retail allowance of $80.

Outpatient services not covered
Hospitalization services not covered
Emergency services Fees charged by a vision care provider in excess of Health

Net of California‘s maximum reimbursement of $40 for an
eye examination and $50 for frames, corrective lenses and
lens options (a maximum of $90 will be reimbursed for
services received)

Ambulance services not covered
Prescription drug coverage not covered
Durable medical equipment not covered
Mental health services not covered
Chemical dependency services not covered
Home health services not covered
Other services not covered

Vision examination
In accordance with professionally recognized standards of practice, this exam will include an analysis of the eyes
and related structures to determine the presence of vision problems or other abnormalities.

HMO Dental and Vision Coverage
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Frames

If the exam indicates the necessity of spectacles, this vision plan will cover a frame at the service interval and up to
the maximum frame allowance indicated above. If the Member selects frames that are more expensive than this
allowance, the Member will be charged the difference between the allowance and the wholesale cost of the more
expensive frames, plus an additional service fee. This total cost represents a savings to the Member off retail prices.

Lenses

If the exam results in corrective lenses being prescribed for the first time, or if a current wearer of corrective lenses
needs new lenses, this vision plan will cover a pair of lenses at the service level indicated above. Coverage is limited
to basic lenses that are medically necessary to correct vision. If the Member selects lenses with non-basic features,
the Member will be responsible for the provider’s charges for the extra features.

Medically necessary contact lenses

Coverage for prescriptions for contact lenses is subject to medical necessity, prior authorization by Health Net of
California and all applicable exclusions and limitations. Medically necessary contact lenses are covered at the
service interval and up to maximum allowance indicated above.

Non-medically necessary contact lenses
Non-medically necessary (cosmetic) contact lenses, when covered, will be provided in lieu of all other benefits for
materials and shall be provided at the same interval as spectacle lenses as indicated above.

Second pair

Participating vision providers will provide a 20% discount off usual and customary fees for a second pair of frames
and spectacle lenses (including prescription sunglasses) for Members at the same interval as the first pair of frames
and spectacle lenses.

Grievance procedures and mandatory arbitration

Members are required to submit all grievances concerning this vision plan through the Health Net of California
internal grievance procedures before a member may file for arbitration for final and binding resolution of the
grievance. Arbitration is the final process for the resolution of any dispute arising out of or relating to this vision
plan, whether involving a claim in tort, contract or otherwise.

Reimbursement provisions for emergency vision care
If you receive emergency vision care from a provider other than a Health Net of California participating provider,
you may be asked to make immediate payment for their services and supplies.

Coverage for services of a provider other than a Health Net of California participating provider is limited to
emergency care when a Health Net of California participating provider is not available.

Under these circumstances, Health Net of California will reimburse you up to $40 for an eye examination and up
to $50 for frames, corrective lenses and lens options, if you submit a copy of the paid bill to Health Net of
California within 60 days of the date of services.

PRINCIPAL EXCLUSIONS AND LIMITATIONS
FOR VISION PROVIDED BY HEALTH NET OF CALIFORNIA

The following vision services and expenses are not covered under the HMO 15 Plus, HMO 40 Plus and EOA 15 Plus
plans:

= Coverage limited to care rendered by participating providers.
HMO Dental and Vision Coverage
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= Extras and not-medically necessary services and materials. This vision plan is designed to cover medically
necessary visual needs rather than cosmetic desires. Charges for services and materials are excluded if Health Net
of California determines them to be: (1) beyond the allowances for frames and contact lenses indicated in the
Summary of Vision Care Benefits; or (2) not-medically necessary in which case the Member pays the difference
between the allowance and the cost of the not-medically necessary lens. Not-medically necessary lens features
include special lens fabrication, coated lenses, tinted lenses, dyed lenses, laminated lenses, progressive lenses,
blended lenses, oversize lenses, occupational lenses, and any other types of lenses or features that Health Net of
California determines to be non-basic or not medically necessary.

= Medically necessary contact lenses. Coverage for prescriptions for contact lenses is subject to medical
necessity, prior authorization by Health Net of California, and all applicable exclusions and limitations. Coverage
(exclusive of the indicated copayment) for contact lenses will only be authorized: (1) for contact lenses to correct
extreme visual acuity problems that cannot be corrected to 20/70 in the better eye with spectacle lenses; (2)
following cataract surgery resulting in aphakia; (3) for anisometropia of 4.0 diopters or greater; or (4) for
keratoconus or other corneal irregularities. When covered, contact lenses are furnished at the same interval as
spectacle lenses are covered under this vision plan. This coverage is in lieu of all other material benefits of this
vision plan. For medically necessary contact lenses, participating vision providers have agreed to limit their charges
to a reduced amount that is 80% of their usual retail fees. Health Net of California will pay an allowance up to
$250 of that reduced amount minus any applicable copayments. The $250 allowance applies to all costs
associated with obtaining contact lenses, including the examination, fitting fees and materials. Members are
responsible for any reduced amount charged by participating vision providers in excess of the $250 allowance, plus
any applicable copayments.

= Non-medically necessary contact lenses. Prescriptions for contact lenses that are not medically necessary are
covered up to the maximum retail contact lens benefit allowance indicated above. This coverage is in lieu of all
other material benefits of this vision plan. The allowance applies to all costs associated with obtaining contact
lenses, including fitting fees and materials. Members are responsible for additional charges in excess of the
allowance. If the Member selects contact lenses that are more expensive than this allowance, the Member will be
responsible for the provider’s charges in excess of the allowance.

= Medical or hospital. Hospital and medical charges of any kind, vision services rendered in a hospital, and
medical or surgical treatment of eyes, are excluded.

= Loss or theft.

= Orthoptics, vision training, subnormal vision aids, plano (non-prescription) lenses and any associated testing.

= Lenses secured when there is no prescription change are excluded.

= A second pair of glasses in lieu of bifocals is excluded.

= Experimental services and supplies are excluded. Experimental treatment if denied may be appealed through
the Independent Medical Review process. Services shall be covered and provided if required under the Independent

Medical Review process.

Please refer to the Plan Contract and Evidence of Coverage for a complete listing of Exclusions and
Limitations.
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