Utah Essential Health Benefit - Premier Choice for Families and Individuals Plan

This summary of benefits, along with the exclusions and limitations describe the benefits of the Essential Health Benefit — Premier Choice for Families

4 PREMIER
ACCESS

and Individuals Plan. Please review closely to understand all benefits, exclusions and limitations.

Waiting Period

(Waived with proof of prior coverage)****

Child-ONLY* x Adult-ONLY* i Out-of-
Essential Health Benefit In-Network Out-of-Network Premier Choice Plan In-Network Network**
Class I/Preventive - Cleanings, Exams, Class I/Preventive - Cleanings, Exams, Fluoride,
Fluoride, Sealants, Space Maintainers, o o Sealants, Space Maintainers, Emergency Pain, o o
Emergency Pain and Radiographs (Bitewings, 70% 70% and Radiographs-Bitewings, Radiographs (Full 100% 100%
Full Mouth X-ray, Panoramic Film). Mouth X-ray, Panoramic Film)
Class II/Basic - Restorations (Amalgams Class I1/Basic - Restorations (Amalgams
and Anterior Resins), Simple Extractions &Anterior Resin), Simple Extractions, Surgical
and Anesthesia (General 70% 70% Extractions, Oral Surgery, Endodontics, 80% 80%
Anesthesia and Intravenous Sedation). Periodontal Maintenance, Periodontics and
Anesthesia.
Class Ill/Major - Surgical Extractions, Oral
Surgery, Endodontics, Periodontal Class Ill/Major - Inlay, Onlays, Crowns,
Maintenance, Periodontics, Inlay, Onlays, 50% 50% Crown Repair, Bridges, Bridge Repairs, 50% 50%
Crowns, Crown Repair, Bridges, Bridge Dentures and Denture Repair.
Repairs, Dentures and Denture Repair.
Class IV/Orthodontia o .
(Only for pre-authorized Medically Necessary 50% for medlcally.necessary Class1V/Orthodontia N/A
Orthodontia) orthodontics
Deductible $200 Deductible*** $50
(waived for Class [)(per person) (waived for Class I)(per person)
Out of Pocket Maximum $350 N/A Out of Pocket Maximum (OOP) N/A
(OOP) (per person) (per person)
Out of Pocket Maximum*** $700 N/A Out of Pocket Maximum (OOP) (per family - 2+ N/A
(OO0P) (per family - 2+ children) children)
Annual Maximum N/A Annual Maximum $1,000
Ortho Lifetime Maximum N/A Ortho Lifetime Maximum N/A
None Waiting Period 6 months for Basic Services

& 12 months for Major

Service

* This plan is available for individuals up to age 19.

**0ut of Network benefits are based on the maximum amount which the In-Network Dentist has agreed

with Premier Access to accept as payment in full for the dental service.

**42 family members must each meet the out of pocket maximum in a plan year. Once fulfilled the

family maximum has been met and will not be applied to additional family members.
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* This plan is available for individuals ages 19 and over.

**0ut of Network benefits are based on the maximum amount which the In-Network Dentist has
agreed with Premier Access to accept as payment in full for the dental service.
***When 3 Insureds meet the Deductible, no additional Deductibles will be required to be met for

that plan year.

***¥Prior group coverage not more than 30 days lapse prior to effective date.
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CLASSES OF COVERED SERVICES AND SUPPLIES
(Individuals up to Age 19)

Coverage is provided for the dental services and supplies described in this

section. Only those services as indicated below are required to be covered as a

pediatric dental benefit in accordance with the requirements of this state.
Only these services will be counted toward Your Out of Pocket Maximum.

Please note the age and frequency limitations that apply for certain procedures.

All frequency limits specified are applied to the day.

Class I: Preventive Dental Services

Oral Exams (*pediatric dental benefit)
e Limited to twice in a plan year for any combination of oral exams
X-Rays (*pediatric dental benefit)

e Complete mouth x-rays (posterior bitewing films and 14
periapical films plus bitewings) are allowed once during any
three-year period, in lieu of panorex x-ray

e Full series bitewing x-rays (4) are allowed only twice in a plan
year;

e A panorex is allowable once during any three-year period in lieu
of complete mouth x-ray;

e Vertical bitewings are payable up to eight films.

Prophylaxis (Cleaning) (*pediatric dental benefit)
e Limited to twice in a plan year

Topical Fluoride Treatment (*pediatric dental benefit)
e Limited to twice in a plan year
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Sealants (*pediatric dental benefit)

e Sealantapplications are limited to once per 60 month period,
on un-restored pit and fissures of a 1stand 2" permanent
molar.

Space Maintainer

e  Only for premature loss of deciduous (baby) posterior (back)

teeth.
Palliative Treatment
e Treatment of Emergency Pain

Class II: Basic Dental Services

Amalgam (silver) Restorations
e  Multiple restorations on 1 surface will be considered a single
filling.
e  Multiple restorations on different surfaces of the same tooth will
be considered connected.
e Limited to once in 24 months
Resin (tooth colored) Restorations - Anterior (front) teeth ONLY
e Limited to once in 24 months for the same covered amalgam
(resin) restoration
Resin (tooth colored) Restorations - Posterior (back) teeth ONLY
e Limited to the benefit of the corresponding amalgam restoration
e Priorto placement member must be informed and agree to pay
the cost difference
Coronal remnants - deciduous tooth
Extraction of erupted teeth or exposed root
Consultation, including specialist consultations, limited as follows:
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e Considered for payment as a separate benefit only if no other
treatment (except x-rays) is rendered on the same date.

e Benefits will not be considered for payment if the purpose of the
consultation is to describe the Dental Treatment Plan

General anesthesia and intravenous sedation, limited as follows:

e Considered for payment as a separate benefit only when medically
necessary (as determined by the Plan) and when administered in
the Dentist’s office or outpatient surgical center in conjunction with
complex oral surgical services which are covered under the Policy.

e Nota benefit for the management of fear and anxiety

e Oral sedation and nitrous oxide are covered for children through
the age of 13

Class III: Major Dental Services

Therapeutic pulpotomy (primary tooth) excluding final restoration
e Benefit only for primary (baby) teeth
Root canal therapy (anterior/bicuspid/molar) excluding final restoration
e Benefit for permanent teeth only.
Recement crown
Prefabricated stainless steel crown (primary and permanent teeth);
Prefabricated resin crown (anterior teeth only); Prefabricated stainless
steel crown with resin window (anterior teeth only)
e If more than one restoration is used to restore a tooth, benefit
allowance will be paid for the most inclusive service;
e Prefabricated crowns per tooth are benefits once in 24 month
period
Surgical removal of erupted teeth

UT_SOB_PC_19

e Removal of impacted teeth
e Pathology removal of 314 molar is not a covered benefit.

Class IV: Orthodontia

e Orthodontia is covered when medically necessary and pre-approved by
the plan.

General Exclusions
(Individuals up to Age 19)

Covered Services and Supplies do not include:
1) Treatment which:

a) isnotincluded in the list of Covered Services and Supplies;

b) isnot Dentally Necessary; or

c) isExperimental in nature.

2) Any Charges which are:

a) Payable or reimbursable by or through a plan or program of any
governmental agency, except if the charge is related to a non-
military service disability and treatment is provided by a
governmental agency of the United States. However, We will
always reimburse any state or local medical assistance
(Medicaid) agency for Covered Services and Supplies.

b) Notimposed against the person or for which the person is not
liable.

c) Reimbursable by Medicare Part A and Part B. If a person at any
time in the Medicare program (including Part B), his or her
benefits under this Policy will be reduced by an amount that
would have been reimbursed by Medicare, where permitted by
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law. However, for persons insured under Employers who notify
Us that they employ 20 or more Employees during the previous
business year, this exclusion will not apply to an Actively at Work
Employee and/or his or her spouse who is age 65 or older if the
Employee elects coverage under this Policy instead of coverage
under Medicare.
Services or supplies resulting from or in the course of Your or Your
Dependent’s regular occupation for pay or profit for which You or Your
Dependent are entitled to benefits under any Workers’ Compensation
Law, Employer’s Liability Law or similar law. You must promptly claim
and notify the Plan of all such benefits.
Services or supplies provided by a Dentist, Dental Hygienist, denturist
or doctor who is:
a) acClose Relative or a person who ordinarily resides with You or
a Dependent;
b) an Employee of the Employer;
c) theEmployer.
Services and supplies which may not reasonably be expected to
successfully correct the Covered Person’s dental condition for a period
of atleast three years, as determined by the Plan.

Services and supplies provided as one dental procedure, and considered
one procedure based on standard dental procedure codes, but
separated into multiple procedure codes for billing purposes. The
Covered Charge for the Services is based on the single dental procedure
code that accurately represents the treatment performed.

Services and supplies provided primarily for cosmetic purposes.
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8) Covered services and supplies obtained while outside of the United
States, except for Emergency Dental Care.

9) Correction of congenital conditions or replacement of congenitally
missing permanent teeth not covered, regardless of the length of
time the deciduous tooth is retained.

10) Diagnostic casts, unless for medically necessary orthodontia.

11) Educational procedures, including but not limited to oral hygiene,
plaque control or dietary instructions.

12) Personal supplies or equipment, including but not limited to water
piks, toothbrushes, or floss holders.

13) Restorative procedures, root canals and appliances which are
provided because of attrition, abrasion, erosion, wear, or for
cosmetic purposes.

14) Appliances, inlays, cast restorations, crowns, or other laboratory
prepared restorations used primarily for the purpose of splinting.

15) Replacement of a lost or stolen Appliance or Prosthesis.

16) Replacement of stayplates.

17) Hospital or facility charges for room, supplies or emergency room
expenses, or routine chest x-rays and medical exams prior to oral
surgery.

18) Treatment for a jaw fracture.

19) Services, supplies and appliances related to the change of vertical
dimension, restoration or maintenance of occlusion, splinting and
stabilizing teeth for periodontic reasons, bite registration, bite
analysis, attrition, erosion or abrasion, and treatment for
temporomandibular joint dysfunction (TM]), unless a TM] benefit
rider was included in the Policy.

20) Therapeuticdruginjection.

21) Completion of claim forms.
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22) Missed dental appointments.

23) Porcelain and cast crowns

24) Crowns, inlays, cast restorations, or other laboratory prepared
restorations on teeth which may be restored with an amalgam resin
filling.

25) Pathology free third molar extraction or removal.

26) Crown build-up is not covered as a separate service.

27) Temporary tooth stabilization, other than covered space maintainers, is
not covered.

28) Oral sedation and nitrous oxide analgesia are not covered, except for
Children through age 13.

29) Implants, and procedures and appliances associated with them, are not
benefits of Premier/Guardian programs.

30) Replacement of missing teeth prior to coverage effective date.

UT_SOB_PC_19
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CLASSES OF COVERED SERVICES AND SUPPLIES
(Individuals age 19 and over)

Coverage is provided for the dental services and supplies described in this
section.

Please note the age and frequency limitations that apply for certain procedures.
All frequency limits specified are applied to the day.

Class I: Preventive Dental Services

e Comprehensive exams, periodic exams, evaluations, re-evaluations,
limited oral exams, or periodontal evaluations. Limited to 1 per 6 month
period

e Dental prophylaxis (cleaning and scaling). Benefit limited to either 1
dental prophylaxis or 1 periodontal maintenance procedure per 6
month period, but not both.

e Topical fluoride treatment.

O Limited to 1 per 6 month period.
e Palliative (emergency) treatment of dental pain
0 Considered for payment as a separate benefit only if no other
treatment (except x-rays) is rendered during the same visit.

e Sealantapplications are limited to one per 36 month period, on un-

restored pit and fissures of a 1stand 2" permanent molar.

e Space maintainers, including all adjustments made within 6 months of
installation.
e X-rays:
0 Intraoral complete series x-rays, including bitewings and 10
to14 periapical x-rays, or panoramic film. Limited to 1 per 60
month period. Payable amount for the total of bitewing and
intraoral periapical x-rays is limited to the maximum allowance
for an intraoral complete series x- rays in a calendar year.
UT_SOB_PC_19

0

Bitewing x-rays (two or four films). Limited to 1 per 12
month period. Payable amount for the total of bitewing and
intraoral periapical x-rays is limited to the maximum
allowance for an intraoral complete series x- rays in a
calendaryear.

e Other X-rays:

(0]

(0]

(0]

(o}
o

Intraoral periapical x-rays.

Payable amount for the total of bitewing and intraoral
periapical x-rays is limited to the maximum allowance for an
intraoral complete series x-rays in a calendar year.

Intraoral occlusal x-rays, limited to 1 film per arch per 6
month period.

Extraoral x-rays, limited to 1 film per 6 month period.

Other x-rays (except films related to orthodontic procedures
or temporomandibularjoint dysfunction).

Class II: Basic Dental Services

e Amalgam and composite restorations, limited as follows:

(0]

Multiple restorations on 1 surface will be considered a
single filling.

Multiple restorations on different surfaces of the same tooth
will be considered connected.

Benefits for replacement of an existing restoration will only
be considered for payment if at least 36 months have passed
since the existing restoration was placed.
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0 Additional fillings on the same surface of a tooth in less than 36 e Apicoectomy/periradicular surgery (anterior, bicuspid, molar, each
months, by the same office or same Dentist are not covered. additional root), including all preoperative, operative and post-
0 Sedative bases and liners are considered part of the restorative operative x-rays, bacteriologic cultures, diagnostic tests, local
service and are not paid as separate procedures. anesthesia and routine follow-up care.
0 Composite restorations are also limited as follows: e Retrograde filling - per root.
= Mesial-lingual, distal-lingual, mesial-facial, and distal- e Rootamputation - per root.
facial restorations on anterior teeth will be considered e Hemisection, including any root removal and an allowance for local
single surface restorations anesthesia and routine post-operative care does not include a benefit
*  Acid etch is not covered as a separate procedure for root canal therapy.
*  Benefits limited to anterior teeth only. ¢ Periodontal scaling and root planing, limited as follows:
= Benefits for composite resin restorations on posterior 0 4 or more teeth per quadrant, limited to a minimum of 5mm
teeth are limited to the benefit for the corresponding pockets (per tooth), with radiographic evidence of bone loss,
amalgamrestoration. covered 1 time per quadrant per 24 month period.
e Pins, in conjunction with a final amalgam restoration 0 1to 3teeth per quadrant, limited to minimum of 5mm
o Stainless steel crowns, limited to 1 per 36 month period for teeth not pockets (per tooth), with radiographic evidence of bone loss,
restorable by an amalgam or composite filling. covered 1 time per area per 24 month period.
* Pulpotomy (primary teeth only). 0 Under unusual circumstances, additional documentation can
e Rootcanal therapy: be submitted to the Plan for review.
0 Including all pre-operative, operative and post-operative x- 0 Following osseous surgery root planing is a benefit after 36
rays, bacteriologic cultures, diagnostic tests, local anesthesia, months in the same area.
all irrigants, obstruction of root canals and routine follow-up e  Periodontal maintenance procedure (following active treatment).
care. Benefit limited to either 1 periodontal maintenance procedure or 1
0 Limited to 1 time on the same tooth per 24 month period by dental prophylaxis per 6 month period, but not both
the same provider. e Periodontal maintenance procedures may be used in those cases in
0 Limited to permanent teeth only. which a patient has completed active periodontal therapy, and

commencing no sooner than 3 months thereafter. The procedure
includes any examination for evaluation, curettage, root planing
and/or polishing as may be necessary.

UT_SOB_PC_19
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e Periodontal related services as listed below, limited to 1 time per
quadrant of the mouth in any 36 month period with charges combined
for procedures as listed below:

(0]

O O0OO0OO0OO0OO0OO0OO0OOo

Gingival flap procedures.

Gingivectomy procedures.

Osseous surgery.

Pedicle tissue grafts.

Soft tissue grafts.

Subepithelial tissue grafts.

Bone replacement grafts.

Guided tissue regeneration.

Crown lengthening procedures - hard tissue.

The most inclusive procedure will be considered for payment
when 2 or more surgical procedures are performed.

e Oral surgery services as listed below, including an allowance for local
anesthesia and routine post-operative care:

(o}
(o}

O O oo

(0]

Simple extractions

Surgical extractions, including extraction of third molars with
pathology (wisdom teeth)

Alveoplasty

Vestibuloplasty

Removal of exostoses (including tori) - maxilla or mandible
Frenulectomy (frenectomy or frenotomy)

Excision of hyperplasic tissue - per arch

e Toothre-implantation and/or stabilization of accidentally avulsed or
displaced tooth and/or alveolus, limited to permanent teeth only.
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e Rootremoval - exposed roots.

e Biopsy

e Incision and drainage

e The mostinclusive procedure will be considered for payment when
2 or more surgical procedures are performed.
e General anesthesia and intravenous sedation, limited as follows:

(0]

o
(o}

Considered for payment as a separate benefit only when
medically necessary (as determined by the Plan) and when
administered in the Dentist’s office or outpatient surgical
center in conjunction with complex oral surgical services
which are covered under the Policy.

Not a benefit for the management of fear and anxiety;

Oral sedation is not a covered benefit.

e Consultation, including specialist consultations, limited as follows:

(0]

Considered for payment as a separate benefit only if no
other treatment (except x-rays) is rendered on the same
date.

Benefits will not be considered for payment if the purpose of
the consultation is to describe the Dental Treatment Plan.

Class III: Major Dental Services

e Inlays and onlays (metallic), limited as follows:

(0]

Covered only when the tooth cannot be restored by an
amalgam or composite filling.

Covered only if more than 5 years have elapsed since last
placement.

Build-up procedure is considered covered and is inclusive
in the fee.

Benefits are based on the date of cementation.
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e Porcelain restorations on anterior teeth, limited as follows:

(0]

(0]

Covered only when the tooth cannot be restored by an
amalgam or composite filling.

Covered only if more than 5 years have elapsed since last
placement.

Limited to permanent teeth. Porcelain restorations on over-
retained primary teeth are not covered.

Build-up procedure is considered covered and is inclusive in
the fee.

Benefits are based on the date of cementation.

e Castcrowns, limited as follows:

(0]

(0]

Covered only when the tooth cannot be restored by an
amalgam or composite filling.

Covered only if more than 5 years have elapsed since last
placement.

Limited to permanent teeth. Cast crowns on over-retained
primary teeth are not covered.

Crowns on third molars are covered when adjacent first or
second molars are missing and the tooth is in function with an
opposing natural tooth.

Build-up procedure is considered covered and inclusive in
the fee.

Benefits are based on the date of cementation.

e Crown lengthening is limited to a single site when contiguous teeth are
involved.

e Re-cementing inlays, crowns and bridges is limited to 3 per tooth, 12
months after last cementation.

e Postand core:

(0]
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Covered only for endodontically- treated teeth, which require
crowns.

0 1postand coreis covered per tooth.
Full dentures, limited as follows:

0 Limited to 1 full denture per arch.

0 Replacement covered only if 5 years have elapsed since last
replacement AND the full denture cannot be made
serviceable (please refer to the Denture or Bridge
Replacement/Addition provision under Exclusions and
Limitations for exceptions).

0 Services include any adjustments or relines which are
performed within 12 month of initial insertion.

0 We will not pay additional benefits for personalized
dentures or over dentures or associated treatment.

0 Benefits for dentures are based on the date of delivery.
Partial dentures, including any clasps and rests and all teeth, limited
as follows:

O Limited to 1 partial denture per arch.

0 Replacement covered only if 5 years have elapsed since last
placement AND the partial denture cannot be made
serviceable (please refer to the denture or bridge
replacement/addition provision under exclusions and
limitations for exceptions).

0 Servicesinclude any adjustments or relines which are
performed within 12 months of initial insertion.

0 There are no benefits for precision or semi-precision
attachments.

0 Benefits for partial dentures are based on the date of
delivery.

Denture adjustments are limited to:

0 1timeinany 12 month period; and

0 Adjustments made more than 12 months after the insertion
of the deture.
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e Repairs to full or partial dentures, bridges, and crowns are limited to
repairs or adjustments performed up to 3 times after the initial
insertion.

e Rebasing dentures are limited to 1 time per 12 month period.

e Relining dentures is a covered benefit 12 months after initial insertion
of the denture.

O Limitedto 1 time per 12 month period
e Tissue conditioning is limited to 1 time in a 12 month period.
e Fixed bridges (including Maryland bridges) are limited as follows:
0 Benefits for the replacement of an existing fixed bridge are
payable only if the existing bridge:
= Ismorethan 5 years old (see the Denture or Bridge
Replacement/Addition provision under Exclusions and
Limitations for exceptions); and
= Cannotbe made serviceable.
0 Afixed bridge replacing the extracted portion of a hemisected
tooth is not covered.
0 Placement and replacement of a cantilever bridge on posterior
teeth will not be covered.
0 Benefits for bridges are based on the date of cementation.

e Re-cementing bridges is limited to repairs or adjustment performed

more than 12 months after the initial insertion.

EXCLUSIONS AND LIMITATIONS
(Individuals age 19 and over)

Treatment Outside of the United States

Treatment outside of the United States is not covered, unless the treatment is for
emergency care. Coverage for emergency services is limited to a reimbursement
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amount of $100.00. Please refer to your Policy for additional
information regarding emergency care.

Missing Teeth Limitation

Initial placement of a full denture, partial denture or fixed bridge will not be

covered by the Plan to replace teeth that were missing prior to the effective

date of coverage for You or Your Dependents. However, expenses for the

replacement of teeth that were missing prior to the effective date will only be
considered for coverage, if the tooth was extracted within 12 months of the
effective date of the Policy and while You or Your Dependent were covered
under a Prior Plan.

Denture or Bridge Replacement/Addition

o Replacement of a full denture, partial denture, or fixed bridge is
covered when:

0

5 years have elapsed since last replacement of the denture
or bridge; OR

The denture or bridge was damaged while in the Covered
Person’s mouth when an injury was suffered involving
external, violent and accidental means. The injury must have
occurred while insured under this Policy, and the appliance
cannot be made serviceable.

However, the following exceptions will apply:

(0]

Benefits for the replacement of an existing partial denture
that is less than 5 years old will be covered if there is a
Dentally Necessary extraction of an additional Functioning
Natural Tooth that cannot be added to the existing partial
denture.
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(0]

Benefits for the replacement of an existing fixed bridge thatis
less than 5 years old will be payable if there is a Dentally
Necessary extraction of an additional Functioning Natural
Tooth, and the extracted tooth was not an abutment to an
existing bridge.

e Replacement of a lost bridge is not a Covered Benefit.

e Abridge to replace extracted roots when the majority of the natural

crown is missing is not a Covered Benefit.

o Replacement of an extracted tooth will not be considered a Covered
Benefit if the tooth was an abutment of an existing Prosthesis that is

less than 5 years old.

e Replacement of an existing partial denture, full denture, crown or
bridge with more costly units/different type of units is limited to the
corresponding benefit for the existing unit being replaced.

Implants

Implants, and procedures and appliances associated with them, are not covered.

General Exclusions
Covered Services and Supplies do not include:
1. Treatment which is:

a.
b.
C.

notincluded in the list of Covered Services and Supplies;
not Dentally Necessary; or
Experimental in nature.

2. Any Charges which are:

a.
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Payable or reimbursable by or through a plan or program of
any governmental agency, except if the charge is related to a
non-military service disability and treatment is provided by
a governmental agency of the United States. However, the
Plan will always reimburse any state or local medical
assistance (Medicaid) agency for Covered Services and
supplies.

b. Notimposed against the person or for which the person is
notliable.
c¢. Reimbursable by Medicare Part A and Part B. If a person at any
time in the Medicare program (including Part B), his or
her benefits under this Policy will be reduced by an amount
that would have been reimbursed by Medicare, where permitted
by law. However, for persons insured under Employers who
notify the Plan that they employ 20 or more Employees during
the previous business year, this exclusion will not apply to an
Actively at Work Employee and/or his or her spouse who is age
65 or older if the Employee elects coverage under this Policy
instead of coverage under Medicare.
Services or supplies resulting from or in the course of Your regular
occupation for pay or profit for which You or Your Dependent are
entitled to benefits under any Workers’ Compensation Law,
Employer’s Liability Law or similar law. You must promptly claim and
notify the Plan of all such benefits.
Services or supplies provided by a Dentist, Dental Hygienist,
denturist or doctor who is:
a. aClose Relative or a person who ordinarily resides with You
or a Dependent;
b. an Employee of the Employer;
c. theEmployer.
Services and supplies which may not reasonably be expected to
successfully correct the Covered Person’s dental condition for a
period of at least 3 years, as determined by the Plan.
Services and supplies provided as one dental procedure, and considered
one procedure based on standard dental procedure codes, but separated
into multiple procedure codes for billing purposes. The Covered Charge
for the Services is based on the single dental procedure code that accurately
represents the treatment performed.
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12.

13.

14.
15.

16.
17.
18.

19.
20.

21.
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Services and supplies provided primarily for cosmetic purposes.
Services and supplies obtained while outside of the United States,
except for Emergency Dental Care.

Correction of congenital conditions or replacement of congenitally
missing permanent teeth, regardless of the length of time the deciduous
tooth is retained.

Diagnostic casts.

Educational procedures, including but not limited to oral hygiene,
plaque control or dietary instructions.

Personal supplies or equipment, including but not limited to water piks,
toothbrushes, or floss holders.

Restorative procedures, root canals and appliances, which are provided
because of attrition, abrasion, erosion, abfraction, wear, or for cosmetic
purposes in the absence of decay.

Veneers

Appliances, inlays, cast restorations, crowns and bridges, or other
laboratory prepared restorations used primarily for the purpose of
splinting (temporary tooth stabilization).

Replacement of a lost or stolen Appliance or Prosthesis.

Replacement of stayplates.

Extraction of pathology-free teeth, including supernumerary teeth.

(unless for medically necessary orthodontia)
Socket preservation bone graphs

Hospital or facility charges for room, supplies or emergency room
expenses, or routine chest x-rays and medical exams prior to oral
surgery.

Treatment for a jaw fracture.
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22.

23.

24.
25.
26.
27.
28.

Services, supplies and appliances related to the change of vertical
dimension, restoration or maintenance of occlusion, splinting and
stabilizing teeth for periodontic reasons, bite registration, bite
analysis, attrition, erosion or abrasion, and treatment for
temporomandibular joint dysfunction (TM]), unless a TM] benefit
rider was included in the Policy.

Orthodontic services, supplies, appliances and Orthodontic-related
services, unless an Orthodontic rider was included in the Policy.
Oral sedation and nitrous oxide analgesia are not covered.
Therapeutic drug injection.

Completion of claim forms.

Missed dental appointments.

Replacement of missing teeth prior to coverage effective date.
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Notice Informing Individuals about Nondiscrimination and Accessibility Requirements

Discrimination is Against the Law

Premier Access Insurance Company, a wholly owned subsidiary of Guardian Life Insurance Company of
America, complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Guardian and its subsidiaries does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Premier Access Insurance Company provides free aids and services to people with disabilities to
communicate effectively with us, such as: qualified sign language interpreters; written information in
other formats (large print, audio, accessible electronic formats); and provides 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 1-844-561-5600.

If you believe that Guardian or its subsidiaries has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance
with:

Premier Access Civil Rights Coordinator

ATTN: Manager Compliance Metrics, Corporate Compliance
Guardian Life Insurance Company of America

7 Hanover Square - 23F

New York, New York 10004

212-919-3162

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Premier
Access'’s 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, electronically through the Office for Civil Rights Complaint Portal, available at:

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue

SW Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019

1-800-537-7697 (TDD)

Complaint forms are available at:

http://www.hhs.gov/ocr/office/file/index.html
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Y Guardian

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language.
For help, call Member Services (TTD/TTY 7-1-1). The Guardian, and its subsidiaries*, complies with applicable Federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.

SPANISH - Servicios de idiomas sin costo. Puedes obtener un intérprete. Puede obtener documentos leidos y algunos enviados a
usted en su idioma. Para obtener ayuda, llame a Servicios para Miembros. The Guardian y sus subsidiarias * cumplen con las leyes
federales de derechos civiles aplicables y no discriminan por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

ARMENIAN - Qjwt dwuubkph (kgnittiph swnwynipniuttp: dnip Jupnn Ep uvnwbw] pupquuths: dnip Jupnn bp unwbug
thwunwpnpbp jupgunt dkq kL ndwbp dkp (Eqyny niquplqus tu: Oqunipjut hwdwp quiuquhwptp Uugudubph swnuwynipiniuutp:
The Guardian - p ki bpw niunp dkpbwpynipniaitpp hwduywnwujuwind b quptught punupwghwlwi hpwyntuph dwupt
opklipikiphti kv skt jpuipnid nwuwygh, gnyuh, wqquyhtt Swglwl, tmwphph, hwydwinuunipyut jud uknh hhdwb ypu:

ARABIC - J seanll o s jia, @iy J geanll o 3105 15 @l Gand) g s i @l 3 @lia], J peasll e cilagdad ¢ Joail cilaady sliae Y, Jiay s ool g g pill 5 Zaslill Al (il 581
Gsiad) Aaall Lol A Ll Y5 Sae o el Gl 5l sll) ol a1 e sl ol ) ST a8 il

BENGALI - (S 55 Sfiojeser TifEs (72 | (A (ot A | S SoiR F10% SR 10 AR JiR9AT (A0S S @32 SeR ST (g Afeace | =it &y, 31 R fifest | "afeae
" @32 97 ARGAGAR * AT (TR AT ST TS G TS, Fe, GO Tooifs, T30, ey, 31 oo fSfers (Raames 372e 363 A |

CAMBODIAN - &#8203; 8 SENSIUNAYMMNIGISY HRHGS SIUHAUMNTUY HRHGH SRAMTRugAT SIS gafisigsmmaniungs
NNUSSWswTginishiuhmgueSsy "mamnponu SHEBUIsSuUEugs *
wahiFInsuspUGS TuundsifiwsSsiTiAsuligum soNanusnaiugnSusinismuamImnnyUmIsis s 1§

CHINESE - TRAEEIRSS . IRETLURAEER, ERILUSE2ans, FLENABMES KELE. AXEE, BHERERS. BIFA REMEAS *
ETERMKBRNE TEMK, ke, BE. S8, BRI 25N,

FRENCH - Aucun co(t des services linguistiques. Vous pouvez obtenir un interprete. Vous pouvez obtenir des documents lus pour vous et certains
qui vous sont envoyés dans votre langue. Pour de I'aide, appelez les services aux membres. The Guardian et ses filiales * respectent les lois
fédérales applicables en matiére de droits civiques et ne discriminent pas sur la base de la race, de la couleur, de l'origine nationale, de I'age, du
handicap ou du sexe.

GERMAN - Keine Kosten Sprachdienstleistungen. Sie konnen einen Dolmetscher bekommen. Sie konnen Dokumente lesen, um Sie und einige an Sie
in ihrer Sprache. Rufen Sie die Mitglieder Dienste auf, um Hilfe zu leisten. Der Guardian und seine Tochtergesellschaften * entsprechen den
geltenden Bundes biirgerlichen Rechtsvorschriften und diskriminieren nicht auf der Grundlage von Rasse, Farbe, nationaler Herkunft, Alter,
Behinderung oder Geschlecht.

HAITIAN-CREOLE - Pa gen sévis konbinazon lang. Ou ka jwenn yon entéprét. Ou ka jwenn dokiman li pou ou ak kék voye pou nou nan lang ou. Pou
d, rele sevis manb. The Guardian, epi li filiales * soumeét li a aplikab lwa Federal dwa sivil pa diskrimine sou baz ras, koule, orijin nasyonal, laj,
enfimite, oubyen séks

HINDI -3 STt $ITST AGTT | A Teh GHTNEAT Toct Y Hehl & | 31T STt 3T 1 UGeT o FolT 3R e 370l #7797 31 319 3 Forw SiSim orec 9 Fohel € | Fee
forT, gerg Qad sl &Y | g Mforae 3R 3HR Hgraeh Huferdi * ] FENT ATRE AR Hlefail T JeTdTere Hcl 8 IR S, T, T HeA, 31,
TATREIRTAT 3T Tl oh YR 9 AGHTT sTgT el |

HMONG - Tsis muaj nqi lus pab. Koj yuav tau ib tug neeg txhais lus. Koj yuav tau txais tej ntaub ntawv nyeem rau koj thiab ib co rau koj xa koj cov
lus. Pab, hu rau Member Services. The Guardian thiab nws cov subsidiaries * raws li muaj txog neeg txoj cai tsoom fwv teb chaws thiab cais ib haiv
neeg, xim, keeb kwm teb chaws, hnub nyoog, mob xiam oob ghab los yog pw ua ke.
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ITALIAN — Servizi linguistici senza costi. E possibile ottenere un interprete. E possibile ottenere documenti letti a voi e alcuni inviati a voi nella
vostra lingua. Per assistenza, chiamare i servizi membri. The Guardian e le sue filiali * sono conformi alle leggi federali vigenti in materia di diritti
civili e non discriminano sulla base di razza, colore, origine nazionale, eta, invalidita o sesso.

JAPANESE - BEQOEE Y —ERFIHYFEA. BRERMTDHIENTEET, HLEERF, HEEEHLOEBFTEESIA LV IAD FFa Aty
FPEBRATRHRICENTEET ., ALTZDOVTIE, AVN—HY—ERZRVHLEY, A—TA4T7Y EZDFEH*BRASIIERRFEERICE
WL, ANE, &, BORRFE. Fi6. BT, FREHNESVTEINLTVERA. »

KOREAN -H| 8 910f AfH|A 1S S22 W2 4 YELICH BAI2 24 TA0| | 20) 28 4 Yo Yot Fotol 20j2 HHSLITL ZSUL 93}
Yo MHIAS SSBLICH UL L DO RBIA i K Jh53 I ABI BB G20 Q1B M2, 27} 29, Lt0|, R, T2 H2 V| FOR 3

Of & & ofX| =L

NAVAHO - Dii baa ako ninizin: Dii saad bee yanilti go Dine Bizaad, saad bee aka anida awo dee, t'aa jiik’eg.

PUNJABI - J€ B913 377 RS &l IHI 8 EITHIE Y U3 I3 AT J FHI SR UF AaT J W3 I% JI3 I €9 FIg 3 o Aol J. ATfesT 8,
BHT, wiiarsT A a1 © worg 3 fe3aa &t S

RUSSIAN - HeT 3aTpat A3bIKOBbIX YCAYr. Bbl mOXeTe noay4YnTb nepeBoaymKa. Bl MoXeTe NoayYymuTb AOKYMEHTbI, MPOYMTAHHbIE Bam U
HeKoTopble NOoCaan K BaM Ha Ballem A3blke. 1A cnpaBKM NO3BOHUTE B CNyXOy yyacTHMKoB. The Guardian v ero gouepHue
KOMMaHMM * COOTBETCTBYIOT AeNcTByOWMM defepasibHbiM 3aKOHAM O rPaKAaHCKUX NpaBax U He A0MYCKaloT ANCKPUMUHALMM NO
NPU3HaAKY pachbl, LiBETa KOXMU, HALLMOHA/IbHOrO NPOUCXOXKAEHWNA, BO3pacTa, MHBA/IMAHOCTU UK MONa.

POLISH — Ustugi jezykowe bez kosztdw. Mozna uzyska¢ ttumacza. Mozesz pobra¢ dokumenty do Ciebie, a niektdre wysytane do Ciebie w swoim
jezyku. Aby uzyska¢ pomoc, nalezy wywotac ustugi cztonkowskie. The Guardian " ijego spotki zalezne * s zgodne z obowigzujgcymi przepisami
prawa federalnego w zakresie praw obywatelskich i nie dyskryminuje ze wzgledu na rase, kolor, pochodzenie narodowe, wiek, niepetnosprawnos¢
lub ptec.

PORTUGUESE - Nenhum servigo de linguagem de custo. Pode arranjar um intérprete. Vocé pode obter documentos lidos para vocé e alguns
enviados para vocé em seu idioma. Para ajudar, ligue para os servigos de membros. The Guardian e suas subsidiarias * cumprem as leis federais
aplicaveis aos direitos civis e ndo discriminam com base na raga, cor, origem nacional, idade, incapacidade ou sexo.

SERBO-CROATION — Nema troskova jezicke usluge. MoZete dobiti prevodioca. MoZete dobiti dokumente Citati te i neke vama poslati na vasem
jeziku. Za pomog, zovi usluge za ¢lanstvo. The Guardian i njene podruznice * u skladu sa federalnom gradanska prava je primenjivan i ne
diskriminira na osnovu rase, boje, nacionalnog porekla, godinama, invaliditeta ili seks.

SYRIAC - 9°79° 0> 0%7% A10\0t PAT°. AECAL, “1TTH R FAN. Q1T AACAP AT9.L10APT ALLT A28 LA NRIRP LANAPFA. hCSF ATITT T AANAT

ANPT LD, "HD]PRO" A TSP FFD- * (19.0°ANIF O 04,8000 (LILA N i eH004 AT AHC, NPAT®, 0-N5EP AaPNT, (AL, NANA T8 OLI°
023 ALY AL h&AP hOLLCTI

TAGALOG — Walang mga serbisyo sa gastos ng wika. Maaari kang makakuha ng interpreter. Maaari kang makakuha ng mga dokumento na basahin
sa iyo at sa ilan ay nagpadala sa iyo sa iyong wika. Para sa tulong, tawagan ang serbisyo para sa miyembro. "The Guardian" at subsidyaryo nito *
sumunod sa naaangkop na pederal batas sa karapatang sibil at hindi nagtatangi batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan, o
kasarian.

THAI - lifiinsmmndunu auazldsuan quamnuanivanasfiswlduazdsigulunmvasgm dwibanutomieliisonlduimsingn "dunases " uazuSsndes *

. a a 9 VN & ;o o A , a N
Lﬂuvlﬂﬂ']NHQV\SJ']EJ’J']GT’JEJNY!ﬁN'l#HU’ﬁWHﬂ{ﬁjll']ﬂﬂa']dLL@&VL&JVL@TQ'ILLHYWY]NW‘H:E']%’Uadﬂ']SLL“lIO‘lluaﬁ‘]]ﬂﬂ’]L%ﬂLmd’ﬁ']ﬂﬂ’]f.qlﬂ’J']&JWﬂ’]Tﬁ%aLWﬂ

VIETNAMESE - Khéng c6 ngdn ngit chi phi dich vu. Ban cé thé nhan dwoc mét théng dich vién. Ban cé thé nhan duoc tai liéu doc ban va mét sé
duwoc glri dén cho ban bang ngdn ngit clia ban. P& duwoc tro gilip, hdy goi Dich vu hdi vién. "The Guardian" va cdng ty con clia né * tuan thu céc luat
li&n bang quyén dan su va khdng phan biét d&i xtr trén co s& chiing tdc, mau sic, ngudn gdc qudc gia, tudi, ngudi Khuyét tat hodc quan hé tinh duc.

*The Guardian Life Insurance Company of America subsidiaries include First Commonwealth Inc. Subsidiary Companies, Managed Dental Care, Inc.,
Managed Dental Guard, Inc., Premier Access Insurance Company and Access Dental Plan, Inc.
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