Vision Plan of America

SUMMARY OF PREPAID DENTAL BENEFITS
Group Best Choice

The following are covered benefits when provided by a participating
CALIFORNIA DENTAL NETWORK general dentist:

No Claim Forms! No Deductibles! No Annual Maximums! No Waiting Periods to See a Dentist!
No Limitations on Most Pre-Existing Conditions!

MEMBER

. PREVENTIVE SERVICES COPAYMENT
L@ o IR USSR SPR $5.00
(O] = 1= =11 4110 T= Vi {o] o DTS P PR UPRUPPPN NO CHARGE
INtra-oral X-rays, COMPIELE SEIIES......c..uiiiiiiie ittt ettt sttt e ereeneee s NO CHARGE
Bitewing x-ray, single film ... NO CHARGE
Panoramic x-ray................. ... NO CHARGE
ProphylaxiS (CIEANING). ... ..uie ettt ettt ettt e bt e e e bt e e e e sbe e e s bbe e e e abe e e e s beeansaeeaabaeaeanbeeeann NO CHARGE
Topical flUOTIAE (CRIIA).......oouieiiii ettt ettt e b NO CHARGE

. ROUTINE SERVICES

RESTORATIONS
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Amalgam, two surfaces......

Amalgam, three surfaces... .

RESIN, UP 10 thrEE SUIMACES ... ..ttt et e sttt e e ettt e e st e e e ess e e e abeeeanbeeeenbeeesnnseeenneeas
ORAL SURGERY

EXIraction, SINGIE T0OTh........oo it e e st e e st e e ettt e e ettt e nt e e e anbe e e e nteaennnteeeanaeas

Surgical removal of erupted tooth.............

Removal of impacted tooth, soft tissue
ENDODONTICS
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Root canal, anterior............

Root canal, bicuspid.. .. $150.00

oo Ao Lo T LN 1T - SRS $185.00
PERIODONTICS

Gingivectomy or gingivoplasty, PEI QUAAIANT..........cciuireiiieeeiieeeseeeeseeessteeesaeeesstaeeesnseeesssseeesseeessseessnsseeeans $150.00

Periodontal scaling and root planing, Per QUAAIANT ...........c.cuiieiiiieiiiie ettt seneas $40.00

. MAJOR SERVICES

CROWNS & BRIDGES
Crown, reSiN (IADOFALONY) ... ..oiiieeii ettt et e e s bb e e ekt e e e eabb e e e ebeeeaabbeeeanbeaesnnbeaeas $145.00
Crown, resin with high noble metal*.............cccccoiiiiiiiennn. .. $175.00
Crown, porcelain fused to high noble metal* (not for molars).... .. $275.00
Crown, porcelain fused to high noble metal* (for molars)...... .. $350.00
Prefabricated stainless steel crown, primary tooth ............. .... $50.00
Sedative filling........cccoveviiiiiiiiii e .... $10.00

RE-CEMENT DIIAGE ...ttt ettt ettt et e e e et e e s be e e s b e e eaeeeabeeaseeenbe e baesseesaeesaseeseeanseenbeeanneas $25.00
*Member is responsible for copayment plus actual lab cost of gold.
PROSTHODONTICS
Complete UPPET OF IOWET HENTUIE .......coiuuiiiiiiiieiiie ettt e e et e e e st e e abb e e e e neeeanneeesnnreee e $350.00
Upper or lower partial denture, reSin DASE ..........ooo et $300.00
Removable unilateral partial denture, one piece cast metal (including clasps and pontics)... .. $350.00
AJUST ABNTUIE ...ttt e e e be et e e te e e b e e beesae e e saeesaseeseeenteenesnneas ... $25.00
Repair broken complete denture base...........ccccceevvieeniiiienns .... $50.00
Replace missing or broken teeth, complete denture, each tooth.. .... $25.00
Add tooth or clasp to existing partial denture.............ccccccevvvennennne .... $50.00
Reline complete or partial upper or lower denture (Chair-Side) ..........cuveiiieeeiiieeeiiee e $65.00
Reline complete or partial upper or lower denture (IaDOratory)..........c.ooiiviiiiiiii e $100.00
IV. ORTHODONTICS
Full-banded case (upper and IoWEr), 10 808 19 ......ccuiiiiiiiiiiiii ittt $1,775.00
Full-banded case (upper and lower), adult $1,975.00
UpPPEr OF [OWET DANAEA CASE......oeiiiiiiiiie ittt e e e st e e st e et e e e nbeeesnneeeanneeeaas $1,000.00
(0o o ET U] =1 To] o TSSO S RS SRPTUPRUPPRTPR $25.00

Benefits are limited to services of a general dentist.

The ratio of premium costs to health services paid, for plan contracts with individuals and groups of 25 or fewer members, during the
preceding fiscal year was 0%.



Vision Plan of America

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

(A) Deductibles.
(B) Lifetime maximums.

(C) Professional services.

Plan 460

None

None

Dental services are covered benefits when provided by a California Dental Network

Member Services

contracting Dentist

Preventive Service Copayments
Office Visit $5.00
0120 Periodic Exams No Charge
0210  X-rays No Charge
1120  Cleanings No Charge
Routine Service Copayments
2140  Amalgam Fillings — One Surface $10.00
2150  Amalgam Fillings - Two Surface $15.00
2330 Resin Filling - One Surface $25.00
7110  Simple Extraction $25.00
7220  Surgical Extraction - tissue impacted $60.00
3310 Root Canal - Anterior Tooth $125.00
Major Services Copayments
2710 Resin Crown (Laboratory) $145.00
2750 Porcelain Crown (PFM)
- Anterior tooth $275.00
- Molars $350.00
5110/1 Complete denture - upper or lower $350.00
5213/4 Partial Denture - upper or lower $350.00
Orthodontics (Upper & Lower) — Standard 24 Month Case Copayments
Children to age 18 $1,775.00
Adults $1,995.00

(D) Outpatient services.

(E) Hospitalization services.

(F) Emergency health coverage*
(G) Ambulance services.

(H) Prescription drugs.

(I) Durable medical.

Not Covered
Not Covered
$50 per year
Not Covered
Not Covered

Not Covered



Vision Plan of America

(J) Mental health services. Not Covered

(K) Chemical dependency. Not Covered

(L) Home health services. Not Covered
Other:

* Emergency services provided by California Dental Network contracting dentist for
applicable co-payments. Members reimbursed for up to $50.00 per year for out of are
emergency dental care.



