Delta Dental PPO Plus — FULL Limitations (EN/RU)

Immediate Coverage Plan — Delta Dental PPO Plus

FULL Limitations (1-35) ¢ MNMonHbI nepeBoa orpaHnyeHun (1-35) ¢ Bilingual EN/RU

Highlighted in yellow: the most important limitations clients should know (exams/cleanings, x-rays, perio rules,
crowns/60 mo, prosthodontics/60 mo, dentures, implants, ortho).

(1) Optional Services

Services more expensive than the form of
treatment customarily provided under
accepted dental practice standards are called
“Optional Services”. Optional Services also
include the use of specialized techniques
instead of standard procedures. If an Enrollee
receives Optional Services, an alternate
Benefit will be allowed: Benefits are based on
the lower cost customary service/standard
procedure; the Enrollee pays the difference.

(2) Exam and cleaning limitations

a) Oral examinations (except after-hours
exams and exams for observation) and
cleanings (including scaling with generalized
moderate/severe gingival inflammation - full
mouth, periodontal maintenance with inflamed
gums, or any combination) are covered no
more than twice in a Calendar Year.

b) Full mouth debridement is allowed once in a
lifetime when there is no history of
prophylaxis, scaling & root planing,
periodontal surgery or periodontal
maintenance within the last 3 years. When
allowed, it counts toward maintenance
frequency in that year.

¢) Full mouth debridement is not allowed when
performed by the same dentist/office on the
same day as evaluation procedures.

(1) Optional Services (onuvoHanbHble/6onee
noporuve ycayriu)

Ycnyrun, KoTopble 4OpoXXe CTaHOapTHOro
Jle4eHns No NPUHATBIM CTOMaTON0rN4YeCKUM
CTaHOapTaM, Ha3biBatoTCca «Optional
Services». Ciofa Tak)Xe 0THOCMTCH
npuMeHeHne cneunasn3npoBaHHbIX TEXHUK
BMECTO CTaHAapTHbIX npouenyp. Mpun
nony4eHun Optional Services npnmeHsaeTcs
afnbTepHaTUBHasA NbroTa: BbinJjaTa
paccyuTbiBaeTcsa no 6onee gelwéson
CTaHAapTHOW npoueaype, a pasHuLy Mexay
A0pOruM BapuaHTOM N CTaHAapTOM
onnaymBaeT y4aCTHUK.

(2) OrpaHu4yeHmns Mo ocMOTpaM U YNCTKaM

a) OcMOTpbI MONOCTY pTa (Kpome nocne
paboyero BpemMeHu n 0CMOTPOB AN
HabnwoeHnsa) N YNCTKKU (BKIOYAs CKEWJINHI
NMpu reHepasn30BaHHOM YMEPEHHOM/TAXKENOM
BOCMasieHUN fEéceH — «MOJIHbIA POT»,
periodontal maintenance npu BocnanéHHbIX
nDécHax uan nobble kKoMbHauun)
onnavmBatoTcs He 6onee 2 pa3 B
KaJieHOapHbIA ro4.

b) Full mouth debridement pa3pewén 1 pa3 B
YKWU3HW, ecnu 3a nocnegHue 3 roda He 6bin10
prophylaxis, scaling & root planing,
MapogOHTOJIOrMYECKON XNPYPrn nan
periodontal maintenance. Ecnu npoueaypa
pa3pelleHa, OHa 3aCYMTbIBAae€TCHA B IUMUT
(yacToTy) maintenance/4ncTok B
COOTBETCTBYIOLLLEM FOA4Y.

c) Full mouth debridement He onna4uBaeTcs,
€CJIM BbIMNOJIHEH TEM Xe
CTOMaTOJ/I0roM/0hUCOM B TOT XK€ LEHb, 4TO "
npouenypbl oueHkn (evaluation).
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d) Periodontal maintenance, procedure codes
that include periodontal maintenance, and full
mouth debridement are covered as a Major
Benefit. Routine cleanings (including scaling
with generalized moderate/severe gingival
inflammation - full mouth) are covered as a
Diagnostic & Preventive Benefit. See
pregnancy note.

e) Caries risk assessments are allowed once in
36 months.

(3) X-ray limitations

a) Total reimbursable amount is limited to the
Provider’'s Accepted Fee for a complete
intraoral series when fees for any combination
of intraoral x-rays in a single treatment series
meet or exceed that fee.

b) When a panoramic film is submitted with
supplemental film(s), total reimbursable
amount is limited to the Accepted Fee for a
complete intraoral series.

¢) If a panoramic film is taken in conjunction
with an intraoral complete series, the
panoramic film is considered included in the
complete series.

d) A complete intraoral series and panoramic
film are each limited to once every 60 months.

e) Bitewing x-rays: under age 18 — up to 2
times/year; age 184+ — 1 time/year. Bitewings
are disallowed within 12 months of a full
mouth series unless special circumstances
warrant.

f) Bitewing x-rays are limited to two images for
Enrollees under age 10.

g) Image capture procedures are not
separately allowable services.

(4) Topical fluoride
Topical application of fluoride solutions is
limited to Enrollees to age 19 and no more

than twice in a Calendar Year.

(5) Interim caries arresting medicament
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d) Periodontal maintenance, kogbl npoueayp,
BkJIIOYatoLwwume periodontal maintenance, un full
mouth debridement nokpsiBatoTCa Kak Major
Benefit. Obbl4HbIE YNCTKWM (BKJIOYAA CKENANHI
Mpw BoCMnasieHNN OECEH — «MOJIHbIN POT»)
nokpbiBatoTCs Kak Diagnostic & Preventive
Benefit. CM. npuMedaHne o 6epeMeHHOCTN.

e) OueHKa pucKa Kapueca pa3pelleHa 1 pa3 B
36 mecsues.

(3) OrpaHu4eHus No peHTreHy

a) Obuwias cymma BO3MeELLEHUS
orpaHun4ymeaeTca Accepted Fee npoBangepa
3a complete intraoral series, ecnn cToMmMocTb
nobonn kombrHauwun intraoral-cCHUMKOB B
O[HOM KypCe NIe4eHNs paBHa WIn NpeBbillaeT
3Ty CyMMY.

b) Ecan naHoOpaMHbI CHUMOK NOAaH BMecTe C
OOMNONHUTENbHBIMU CHUMKaMK, obLas cyMmma
BO3MeLLeHns orpaHnymBaeTcsa Accepted Fee
3a complete intraoral series.

¢) Ecnn naHopaMHbIA CHUMOK BbINMOJIHEH
BMecTe c intraoral complete series,
MaHOPaMHbIA CHUMOK CHUTAETCHA BKJIIOYEHHbBIM
B complete series.

d) Complete intraoral series n naHopaMHbIi
CHUMOK KaXXAbl OrpaHnyeHbl: He Yalle 1
pa3a B 60 mecsaLes.

e) Bitewing: oo 18 net — o 2 pas/rog; 18+ —
1 pa3/rog. Bitewing ntoboro Tuna He
[onyckalTcsa B Te4yeHne 12 mecsueB rnocsne
full mouth series, ecnn TonNbKo HET 0CObbIX
obcToATENLCTB.

f) Bitewing ong y4acTHukos mnagwe 10 net
OrpaHuYyeHbl BYMS n30bparkeHnsamu.

g) Mpouenypbl image capture He
0Ma4YMBalOTCA KaK OTAesbHbIE YCYTW.

(4) dTOPUpPOBaHME
MecTHOe HaHeceHune (pTopa orpaHNYEHO
yyYyacTHUKamu oo 19 net u He 6onee 2 pa3 B

KaJieHdapHbIN rof,.

(5) NMpenapaT o159 OCTAaHOBKW Kapueca
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Interim caries arresting medicament
application is limited to twice per tooth per
Calendar Year.

(6) Space maintainer limitations

a) Space maintainers are limited to the initial
appliance and are a Benefit to age 14. Distal
shoe space maintainer (fixed unilateral) is
limited to children age 8 and younger. A
separate/additional space maintainer may be
allowed after removal of unilateral distal shoe.

b) Removal of a fixed space maintainer is
included in the fee, except when performed by
a different Provider/office.

(7) Pulp vitality tests

Allowed once in a six (6) month period when
definitive treatment is not performed.

(8) Sealants

a) Limited to permanent first molars through

age 8 and permanent second molars through
age 15 if without caries or restorations on the
occlusal surface.

b) Repair or replacement of a sealant within
24 months is included in the original fee.

(9) Specialist Consultations

Limited to two (2) per Calendar Year and count
toward oral exam frequency.
Screenings/assessments reported individually
when covered are limited to one in 12 months
and included if reported with any other exam
on same date and Provider office.

(10) Replacement fillings/crowns

HaHeceHue npenapaTa ANs OCTAaHOBKM
Kapueca orpaHuyeHo: He 6osee 2 pa3 Ha 3y6 B
KajleHOapHbI roa.

(6) Yoep>xmneaTenn NpocTpaHCTBa (space
maintainers)

a) Space maintainers NOKpLIBAOTCS TONLKO
KaK MepBUYHbIA annapaT 1 ABAAIOTCA JIbFOTOWN
0o 14 neT. Distal shoe space maintainer
(bnkcmpoBaHHbLI OAHOCTOPOHHMNN)
orpaHu4eH petam 8 neT n mnagule.
[LONONHNTENBHLIN yOep)XNBATENIb MOXET
6bITb pa3peléH nocne cHATUA unilateral distal
shoe.

b) CHaTue hnkcmpoBaHHOIo yaep>xmpaTens
cYMTaeTCsa BKIYEHHbIM B CTOMMOCTb, KpoMe
CcNyvaeB, Korga CHUMaeT apyromn
nposangep/ogpuc.

(7) TecT »Kn3HecnocobHOCTY Ny bMbl

Pa3pewéH 1 pa3 B 6 Mmecaues, ecaun
OKOHYaTesIbHOEe JleYeHne He NMPOBOAUTCA.

(8) CunaHThI

a) OrpaHu4eHbl: MOCTOSAHHbIE MepBble MOSAPbI
00 8 5leT 1 NOCTOSIHHbIE BTOPbIE MONSPbLI 0
15 neT — npu OTCYTCTBUU
Kapuneca/pecTaBpaumnin Ha )xeBaTesIbHOMN
MOBEPXHOCTW.

b) PeMoHT/3aMeHa cnnaHTa B TeyeHue 24
MecsiLeB BKJIlOUYEHbl B NepBOHaYasibHY0
onnaTy.

(9) KoHcynbTauum cneynanncToBs

OrpaHunyeHbl 2 pasaMn B KasleHOAaPHbIA roA v
3aCYUTbIBAOTCSA B JIMMUT OCMOTPOB.
CKPUHUHIN/OLEHKN COCTOSHMSA (ecnun
MOKpPbIBAOTCA) OrpaHnyeHbl 1 pasom B 12
MecsiLleB 1 BKJIIOYaoTCA (He onsadnBaloTcs
OTAEJIbHO), eCNn MoAaHbl BMECTe C ApYyruMm
OCMOTPOM B TOT XXe AeHb B TOM e oduce.

(10) 3ameHa noM6/roToBbLIX KOPOHOK
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Replacement of amalgam/composite
restorations (fillings) or prefabricated crowns
within 24 months is not covered when
provided by the same Provider/office; it is
included in the original fee.

(11) Protective restorations

Allowed once per tooth in a six (6) month
period when definitive treatment is not
performed on the same date of service.

(12) Therapeutic pulpotomy

Limited to once per lifetime for baby teeth
only; considered palliative treatment for
permanent teeth.

(13) Pulpal therapy

Limited to once in a lifetime. Retreatment of
root canal therapy by the same Provider/office
within 24 months is considered part of the
original procedure.

(14) Apexification

Only benefited on permanent teeth with
incomplete root canal development or to
repair a perforation. Lifetime limit per tooth: 1
initial visit, 1 interim visit, and 1 final visit to
age 19.

(15) Retreatment of apical surgery
Retreatment by the same Provider/office
within 24 months is considered part of the
original procedure.

(16) Palliative treatment

Covered per visit, not per tooth; fee includes

all treatment other than required x-rays or
select Diagnostic procedures.

(17) Periodontal limitations

3aMeHa aMasibraMHbIX/KOMMO3UTHbIX NJ0M6
WM FOTOBLIX KOPOHOK B Te4YeHune 24 Mecsales
He onnavynBaeTCs, eCc/iN BbINOJHAETCS TEM Xe
npoBanaepoM/oprcoM — OHa BKJIlOYEHA B
nepBoHavasbHylo onnaTy.

(11) 3awmnTHbIE (CepaTUBHbIE) MAOMObI

Pa3peweHsbl 1 pa3 Ha 3y6 B 6 MmecsueB, ecnu
OKOHYaTeslbHOEe /leYyeHne He NMPOBOANTCSA B
TOT XKe OeHb.

(12) TepaneBTU4ecKas nyabnoToOMUS

OrpaHunyeHa 1 pa3oM Ha BCI XKN3Hb TOJIbKO
05 MONOYHbIX 3y60B; 019 NOCTOSAHHbIX 3y60B
CYMTAETCS NajJIMaTUBHbIM NevYeHneM.

(13) ledyeHune nynbnsl (resorbable filling)

OrpaHunyeHo 1 pa3oM Ha BCHO XXU3Hb.
[ToBTOpPHOE NevyeHne KOpHEBbLIX KaHa10B TeM
»Xe npoBangepom/odncom B TedeHne 24
MeCsALEB CYMTaeTCH 4YacTblo NMepBOHAYaibHOWN
rnpouenypsbl.

(14) Anekcnukaums

MokpbIBaeTCA TOJILKO AJ19 MOCTOSAHHbIX 3y060B
C He3aBepLWEHHbIM Pa3BUTUEM KOPHSA UK AN
yCTpaHeHus nepdgopaunn. MoXKN3HEHHbIN
AnMuT Ha 3y6: 1 nepBuYHbIN BN3NT, 1
MPOMEXXYTOYHbIA BU3UT U 1 (PUHANBbHBIA BU3UT
(oo 19 neT).

(15) NoBTOpHasa anukKaabHaa XMpyprus

lMoBTOpHOE fleyeHne Tem xe
npoBanaepomM/opucom B TedyeHne 24 mecsiLeB
CYMTaeTCsa YacTblo NepBOHa4Ya IbHON
npouenypsbl.

(16) MannnaTnBHOE NevyeHne

OnnavyvBaeTCs 3a BU3UT, a He 3a 3yH; onsaTa
BKJIlOYAeT BCEé nevyeHne, KpoMe HeobXoanMbIxX
PEHTIFEHOB UM OTAEJIbHbLIX ANArHOCTUYECKUX

npouenyp.

(17) NMapoOoHTONOrN4YEeCKMe orpaHn4eHns
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a) Scaling & root planing in the same
quadrant: limited to once every 24 months. No
more than two quadrants are covered on the
same date. See pregnancy note.

b) Periodontal surgery in the same quadrant:
limited to once every 36 months and includes
any surgical re-entry or SRP within 36 months
by same Provider/office.

c) Periodontal services (bone grafts, guided
tissue regeneration, graft procedures,
biologics) are covered only for natural teeth
and not when submitted with extractions,
periradicular surgery, ridge augmentation or
implants. Guided tissue regeneration and/or
bone grafts are not benefited with soft tissue
grafts in the same surgical area.

d) Periodontal surgery is subject to a 30-day
wait following SRP in the same quadrant.

e) Cleanings (regular/periodontal) and full
mouth debridement are subject to a 30-day
wait following SRP if performed by the same
Provider office.

(18) Oral Surgery lifetime limit

Oral Surgery services are covered once in a
lifetime except removal of cysts/lesions and
incision & drainage, which are covered once
on the same day.

(19) Age limitation
Transseptal fiberotomy/supra crestal

fiberotomy is limited to age 19 (or orthodontic
limiting age), by report.

(20) Oral Surgery procedures (when Ortho is
covered)

a) Scaling & root planing B ogHOM KBagpaHTe:
He Yawe 1 pa3a B 24 mecsua. He 6onee 2
KBaApPaHTOB OMJIa4YMBalOTCHA B OAMH AeHb. CM.
npumMmevaHue o bepeMeHHOCTH.

b) NMapogoHTanbHasa XMpyprusi B 04HOM
KBagpaHTe: He Yawe 1 pa3a B 36 MecsueB U
BKJIIOYaET Nitobble MOBTOPHbIE XUPYpPruyeckune
poctynel unn SRP B TeyeHne 36 mecsaLeB TeM
»Ke npoBanaepom/oprcom.

¢) MapopoHToNOrn4yeckne ycnyru (KocTHble
TpaHcnaaHTaThbl, guided tissue regeneration,
graft-npouenypsbl 1 6uomaTepmansi)
MOKPbIBAKOTCA TONLKO 418 HaTypasibHbIX
3y60OB 1 He MOKPbLIBAKOTCS, eCNn 3asBJIEeHbI
BMECTEe C yaalieHusaMu, nepmpagnkyisapHom
xumpypruen, ridge augmentation nnm
mMmnnaHTamMn. Guided tissue regeneration
WU/VNN KOCTHbIE rpaddThl HE OMJlIa4YnBalOTCSA
BMecTe ¢ graft MAarkmx TKkaHewn B TOW e
XUPYPru4eckom 3oHe.

d) MaponoHTanbHasa xmpyprusa Tpebyert
oxxunapaHusa 30 gHen nocne SRP B ToM xe
KBagpaHTe.

€) Ynctkn (obblYHbIE U MapOAOHTaIbHbIE) 1
full mouth debridement TpebyloT oxxmngaHusa
30 oHewn nocne SRP, ecnn BbINOJIHAKOTCSA B TOM
xe ogumce.

(18) Xnpyprus nosocTn pTa — NOXXU3HEHHbIN
ANMUT

Ycnyru Oral Surgery nokpbiBatoTcs 1 pa3 B
XKU3HU, KpOMeE yaaNeHUs KUCT/Nopa>KeHUn n
npouenyp incision & drainage — oHun
NOKpbIBalOTCA 1 pa3 B TOT XKe AeHb.

(19) OrpaHunyeHmne no Bo3pacTty

Transseptal fiberotomy / supracrestal
fiberotomy orpaHu4yeHbl Bo3pacTom oo 19 net
(M opTOAOHTNYECKOr0 NpenesibHoOro
BO3pacTa) — no oT4€Ty/060CHOBaAHMIO.

(20) Oral Surgery npun NoOKpbIBaeMon
OpPTOAOHTUMN
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If Orthodontic Services are covered, these Oral
Surgery procedures are limited to age 19 (or
orthodontic limiting age): surgical access of an
unerupted tooth, placement of eruption device
for impacted tooth, and surgical repositioning
of teeth.

(21) Frenulectomy / frenuloplasty

Only considered for ankyloglossia (tongue-tie)
interfering with feeding/speech
(diagnosed/documented by physician), or
when frenum contributes to a large
diastema(s).

(22) Crowns

Covered not more often than once in any
60-month period except when the existing
crown is unsatisfactory and cannot be made
satisfactory due to extensive loss/changes of
tooth structure or supporting tissues.

(23) Inlays/Onlays

Limited to age 12+ and covered not more
often than once in any 60-month period
except when existing inlay/onlay is
unsatisfactory and cannot be made
satisfactory due to extensive loss/changes of
tooth structure or supporting tissues.

(24) Core buildup

Core buildup, including any pins, is covered
not more than once in any 60-month period.

(25) Post and core

Covered not more than once in any 60-month
period.

(26) Crown repairs

Covered not more often than once in any
6-month period. Crowns, inlays/onlays and
fixed bridges include repairs for 24 months

following installation.

(27) Denture repairs

Ecnv opTOLOHTMA NOKpbIBaeTCs, cienytlowme
XNpyprudeckue npouenypsl orpaHuyeHsl oo
19 net (MM OPpTOAOHTNYECKOIrO NPeaesibHOro
BO3pacTa): XMpYypruyeckmn goctyn K
HenpopesasLlemycs 3yby, ycTaHOBKa
yCTPONCTBa AN Npope3biBaHNSA
pPeTUHUPOBaAHHOIro 3yba n xmpypruyeckoe
nepemeLleHne 3y60s.

(21) ®peHynakTOMUSA / hpeHynonIacTnKa

PaccmaTpurBaloTCs TONLKO Mpu
aHkunornoccum (tongue-tie), mewwaroulen
KOpMJIEHMIO/peYm (ANarHo3 n OKyMeHTauuns
Bpaya), mbo ecnm ysgeyka cnocobcTByeT
Bblpa>KeHHOW Anacteme.

(22) KopoHkn

MokpbiBaloTCA He Yawe 1 pa3a B 60 mecsaues,
KpoMe CsiyvaeB, Korja cylecTBytoLas
KOpPOHKa Heyj0BNeTBOpUTESIbHA N HE MOXKeT
ObITb CNpaB/ieHa N3-3a 3HAYNTESIbHON
rnoTepu/M3MeHeHnNsa CTPYKTYypbl 3yba nan
noanep >XMBaOLLNX TKaHEN.

(23) Bknagku/Haknagku (Inlays/Onlays)

OrpaHunyeHbl y4acTHUKaMn 12+ n
MoKpbIiBalOTCA He Yaule 1 pa3a B 60 mecsiues,
KpoMe cJsiy4aeB, Korga cyuecTsyoLian
BKJlaAKa/HakKNnagkKa HeyLoB/eTBOpUTEsIbHA U
He MoXeT b6bITb NCNpaB/ieHa N3-3a
3Ha4YMTesIbHOM NOTEPU/M3MEHEHNA CTPYKTYPbI
3yba nnm nogaep>KmMBatoLLMX TKaHeN.

(24) Core buildup (BoccTaHOBNEHUE KYJIbTH)

Core buildup, Bkato4asa wtndTsl (pins),
rnokpbiBaeTCA He Yalle 1 pa3a B 60 mecaues.

(25) Post and core

MokpbiBaeTcsa He Yawe 1 pa3a B 60 Mecaues.

(26) PEMOHT KOPOHOK

MokpbiBaeTCA He Yawe 1 pa3a B 6 MecsLeB.
KOpOHKU, BKNaAKU/HaKNaokm n
(PUKCUPOBAHHbIE MOCTbI BKJ1OYAOT PEMOHT B
TeyeHue 24 MecsiLeB nocjie yCTaHOBKMU.

(27) PeMOHT npoTe30B
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Covered not more often than once in any
24-month period except fixed denture repairs
which are covered not more often than once in
any 60-month period.

(28) Replacement of prosthodontic appliances

Appliances provided under any Delta Dental
program will be replaced only after 60 months
except when extensive loss of remaining teeth
or change in supporting tissue makes existing
bridge/denture unsatisfactory. Fixed
appliances limited to age 16+. Replacement of
non-Delta Dental appliance is allowed if
determined unsatisfactory and cannot be
made satisfactory.

(29) Bridge + partial denture in same arch

When a posterior fixed bridge and removable
partial denture are placed in the same arch in
the same treatment episode, only the partial

denture will be a Benefit.

(30) Recementation

Recementation of
crowns/inlays/onlays/bridges is included in the
fee when done by same Provider/office within
6 months of placement. After 6 months:
limited to 1 recementation per lifetime for
crowns and 2 per lifetime for inlays/onlays by
same Provider/office.

(31) Initial installation of prosthodontic
appliance

Not a Benefit unless appliance/bridge/denture
is made necessary by natural permanent tooth
extraction that occurred during a time the
Enrollee was under a Delta Dental plan.

(32) Denture payment limitations

MokpbiBaeTcsa He Yawe 1 pa3a B 24 Mecaua,
KpoMe (PMKCUPOBAHHOIMO pEMOHTa NPOTE30B —
OH NOKpbIBaeTcsa He Yaule 1 pa3a B 60
MecsaueB.

(28) 3ameHa NnpoTe30B/MOCTOB

MpoTe3Hble KOHCTPYKL MK, BbIMOJIHEHHbIE MO
nobon nporpamme Delta Dental, 3ameHstoTCA
TOsIbKO Nocsie 60 MecsiLes, KpoMe Cry4aes
3HAYNTESIbHOM MOTEepn OCTaBLUMXCS
3y60B/M3MEHEHNA TKaHen onopsbl, N3-3a 4ero
KOHCTPYKLMSA HE MOXeT bbITb caeaHa
yOOBNETBOPUTENIbHON. PUKCUPOBAHHbIE
KOHCTPYKUUN — TOJIbKO A1 Y4aCTHUKOB 16+.
3aMeHa KOHCTPYKUMNA, coenaHHbix He no Delta
Dental, BO3MO>XHa, €C/I1 OHW MPU3HaHbI
HeyOB/ETBOPUTENIbHLIMU U HE NoANEeXaT
NCrpaBJIEHNIO.

(29) MocT un partial denture B ogHon pyre

Ecnn 3agHN UKCNPOBAHHbBIM MOCT U
CbEMHbIN YaCTUYHbIAN NpoTe3
yCTaHaB/MBAKOTCA B OOHON Ayre B O4HOM
aNn3oae fieveHns, Nbroton byneT TosbKO
partial denture.

(30) NoBTOpHaa pukcaumnsa (recementation)

MosTOpHas pukcaumnsa
KOPOHOK/BKJ/1a40K/HaK/1a4OK/MOCTOB
BKJIlOMEHa B CTOUMMOCTb, €CJ/1I1 BbINOJ/IHEHA TEM
e nposangepom/oncom B Te4eHmne 6
Mecsues. lNMocne 6 mecsaues: onsaTa
orpaHmyeHa 1 pa3om Ha BCHO XU3Hb A4
KOPOHOK U 2 pa3aMu Ha BCIO XXWU3Hb AN1H
inlays/onlays (Tem >xe npoBangepom/ounucom).

(31) NepBnYHaa yCTaHOBKa NPOTE3HOM
KOHCTPYKL UK

He sBnseTcsa NbroTon, ecsn ToJIbKO
HeobXxo0aAMMOCTb He Bbi3BaHa YAaJIeHNEM
HaTypaJibHbIX NOCTOSAHHbLIX 3y6oB B Nepnog,
Korga y4YacTHUK 6bi1 nog naaHom Delta
Dental.

(32) OrpaHnyeHunsa no onnate dentures
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Payment for dentures is limited to a standard
partial/complete denture (coinsurance
applies). Standard denture includes
acceptable materials by conventional means
and routine post-delivery care with
adjustments and relines for first 6 months
after placement.

a) Denture rebase: limited to 1 per arch in 24
months; includes relining/adjustments for 6
months.

b) Dentures/partials/relines include
adjustments for 6 months. After that:
adjustments limited to 1/arch per 6 months
and relining limited to 1/arch per 6 months.
Immediate dentures/partials include
adjustments for 3 months; then same limits

apply.

c) Tissue conditioning: limited to 2 per arch in
12 months; not allowed separately when done
same day as denture/reline/rebase.

d) Recementation of fixed partial dentures:
limited to once in 6 months.

(33) Implants (Year 2+ benefit note)

We will not pay for implants, their removal, or
associated procedures, but will credit the cost
of a pontic or standard complete/partial
denture toward the cost of the implant
associated appliance (implant supported
crown/denture). Implant appliance is not
covered. (Available in Year 2 and Year 3 &
after).

(34) Orthodontic Services limitations

a) Maximum payable amount per Enrollee is
shown in Attachment A.

b) Benefits are provided in periodic payments
based on continuing eligibility.

c) No benefits to repair or replace orthodontic
appliance received under this plan.

d) No benefits for orthodontic retreatment.
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OnnaTa dentures orpaHnM4eHa CTaHA4APTHbLIM
YaCTMYHbIM/MOJIHBIM NPOTE30M (C YYETOM
coinsurance). CTaHOapTHLIAN NpOTe3 BKJOYaeT
MaTepuasbl, BbIMOJHEHHbIE 0ObIYHbIM
cnocobom, 1 CTaHAapPTHbLIN yXO4 rnoce
yCTaHOBKMW, BKJIOYas KOPPEKTUPOBKU 1 relines
B nepBble 6 MecsLeB.

a) Denture rebase: He 4Yawe 1 pa3a Ha 4yry B
24 mecsaua; BkoYaeT relining n
KOPPEKTMPOBKN B TEYEHME 6 MeCcsLEB.

b) Dentures, removable partial dentures n
relines BK/Il04alOT KOPPEKTMPOBKN 6 MecsaLeB.
Mocne 3TOro: KOPPEKTUPOBKN — HEe Halle
1/pyra 3a 6 mecsues; relining — He vaule
1/nyra 3a 6 mecsiueB. Immediate
dentures/partials BKO4alOT KOPPEKTUPOBKU 3
Mecsaua; fasiee OEeNCTBYIOT T€ XKe JIMMUTHI.

c) Tissue conditioning: He bosniee 2 pa3 Ha ayry
B 12 MecsiueB; He onJlayMBaeTCs OTAENbHO,
eCJi1 BbIMOJIHEHO B TOT >XKe OE€Hb, 4TO
denture/reline/rebase.

d) Recementation fixed partial dentures: He
Yawe 1 pa3a B 6 MecsLeB.

(33) UmnnaHTbl (MpUMEYaHne o NbroTe Co
2-roropa)

Mbl He onJla4ymnBaem MMIMNaHThbl, UX yOaneHne
nJn CBdA3aHHbIE Nnpouenypbl, HO 3aCHNTbiIBaeM
CTOMMOCTb pontic nnuM ctaHgapTHOro
NOJIHOr0/4aCTUYHOr O npoTesa B CYéT
CTOUMOCTU UMIMJIaHT-CBA3aHHON KOHCTPYKLUUN
(HanpuMep, KOPOHKA/MPOTE3 Ha UMMJIAHTax).
NMnNnNaHT-anmnaaeHc He NMOKpPbIBaE€TCA.
(JocTynHO co 2-ro roga n ganee).

(34) OrpaHn4yeHna No OpTOOAOHTUN

a) MakcumanbHas BbiMnJlaTa Ha y4acTHUKA
yKa3aHa B NpunoxeHun A.

b) JlbroTel BbiNNa4YMBalOTCA nepnogn4eckKnmMm
niaaTte>XaMu rnpm CoXpaHeHmMn rnpaea y4actud.

c) PeMoHT/3aMeHa OpPTOOOHTUYECKUNX
annapaToB, NOJIyYEeHHbIX MO MNJaHy, He
onaaymMBarOTCA.

d) MoBTOpPHOE OPTOOOHTNYECKOE JIeYEHNE He
ornslaymBaeTcs.



Delta Dental PPO Plus — FULL Limitations (EN/RU)

e) Limited to dependent child Enrollees under
age 26.

f) Treatment must be provided by a licensed
dentist; self-administered orthodontics are not
covered.

g) Removal of fixed orthodontic appliances for
reasons other than completion is not covered.

(35) Teledentistry

Fees for synchronous/asynchronous
teledentistry services are inclusive in overall
patient management and are not separately
payable.

e) OrpaHn4yeHo geTbMuU-mxxaneeHuamm oo 26
ner.

f) leyeHve BOMKHO NPOBOANTBLCA
JINLLEH3NPOBAHHbLIM CTOMATOJIOrOM;
caMoJieqyeHune He NOoKpPbIBaeTCA.

g) CHATMEe PMKCMPOBAHHbLIX annapaToB Mo
MPUYMHaM, He CBSA3aHHbIM C 3aBepLIeHNEM
JNleqyeHns, He NoKpbIBaeTCH.

(35) TenecTtomaTosnorus

OnnaTta CMHXPOHHOMN/aCUHXPOHHOM
TenecToMaTosIorMm cYnTaeTCs BKIOYEHHON B
obwee BegeHVe NauneHTa n He
onJjlaynBaeTcs OTAESbHO.



