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Utah Essential Health Benefit - Guardian Choice Family Plan with EHB (for Children)

This summary of benefits, along with the exclusions and limitations describe the benefits of the Essential Health Benefit - Guardian Choice Family
Plan with EHB (for Children). Please review closely to understand all benefits, exclusions and limitations.

Child-ONLY* o Adult-ONLY* Out-of-
Essential Health Benefit In-Network Out-of-Network Guardian 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 0
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 Il/Basic - Restorations (Amalgams Class I1/Basic - Restorations (Amalgams
and Anterior Resins), Simple Extractions & Anterior Resin), Simple Extractions,
and Anesthesia (General 70% 70% Surgical Extractions, Oral Surgery, 80% 80%
Anesthesia and Intravenous Sedation). Endodontics, Periodontal Maintenance,

Periodontics and Anesthesia.

Class IlI/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 .
(Only for pre-authorized Medically Necessary 50% for medlcally.necessary Class1V/Orthodontia N/A
; orthodontics
Orthodontia)
Deductible $200 Deductible*** 650
(waived for Class I)(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
(O0P) (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
Waiting Period (Waived with proof of prior coverage)**** & 12 months for Major
Service
* This plan is available for individuals up to age 19. * This plan is available for individuals ages 19 and over.
**Qut of Network benefits are based on the maximum amount which the In-Network Dentist has agreed **Out of Network benefits are based on the maximum amount which the In-Network Dentist has
with Premier Access to accept as payment in full for the dental service. agreed with Premier Access to accep§ as paymen't 'in full for thg dentall service. '
#%x2 family members must each meet the out of pocket maximum in a plan year. Once fulfilled the ***When 3 Insureds meet the Deductible, no additional Deductibles will be required to be met for
; y. . P . " p . ’ that plan year.
family maximum has been met and will not be applied to additional family members. **+Prior group coverage not more than 30 days lapse prior to effective date.
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Utah Essential Health Benefit - Guardian Choice Family Plan with EHB (for Children)

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.

ClassI: Preventive Dental Services

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 Treatmentof Emergency Pain

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

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

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

e General anesthesia and intravenous sedation, limited as follows:

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.

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 II1: Major Dental Services

e Therapeutic pulpotomy (primary tooth) excluding final restoration
e Benefit only for primary (baby) teeth
e Rootcanal therapy (anterior/bicuspid/molar) excluding final restoration
o Benefit for permanent teeth only.
e Recementcrown
e 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 Ifmore 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
e Surgical removal of erupted teeth
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e Removal of impacted teeth
e Pathology removal of 3" molar is not a covered benefit.

ClassIV: 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) isnotDentally Necessary; or

c) is Experimental 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) aClose Relative or a person who ordinarily resides with You or
a Dependent;
b) anEmployee 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 notlimited 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) Therapeutic druginjection.

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.
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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

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

o 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
o 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:
o 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_18

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 OtherX-rays:

[©]
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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o 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-
o 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.
o 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.
= Benefits for composite resin restorations on posterior

e Periodontal scaling and root planing, limited as follows:
o 4 or more teeth per quadrant, limited to a minimum of 5mm
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 o 1to 3 teeth per quadrant, limited to minimum of 5mm
e Stainless steel crowns, limited to 1 per 36 month period for teeth not

restorable by an amalgam or composite filling.
e Pulpotomy (primary teeth only).

teeth are limited to the benefit for the corresponding

pockets (per tooth), with radiographic evidence of bone loss,
covered 1 time per area per 24 month period.
o Underunusual circumstances, additional documentation can

e Rootcanal therapy: be submitted to the Plan for review.
o Includingall pre-operative, operative and post-operative x- o 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
o 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
o 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_18
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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:

o

O O O 0O O O O O O

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 O O

o

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 Tooth re-implantation and/or stabilization of accidentally avulsed or
displaced tooth and/or alveolus, limited to permanent teeth only.
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¢ 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:

o

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:

o

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

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

o

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:

o 1postand core is covered per tooth.

o Covered only when the tooth cannot be restored by an

amalgam or composite filling. e Full dentures, limited as follows:

. . o Limited to 1 full denture per arch.
o Covered only if more than 5 years have elapsed since last . .
) ¢ o Replacement covered only if 5 years have elapsed since last

p.ac.emen ' ) ) replacement AND the full denture cannot be made
o Limited to permanent teeth. Porcelain restorations on over- serviceable (please refer to the Denture or Bridge

retained primary teeth are not covered. Replacement/Addition provision under Exclusions and
o Build-up procedure is considered covered and is inclusive in Limitations for exceptions).

the fee. o Servicesinclude any adjustments or relines which are
o Benefits are based on the date of cementation. performed within 12 month of initial insertion.

e (Castcrowns, limited as follows:

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

o Covered only when the tooth cannot be restored by an
amalgam or composite filling. o Benefits for dentures are based on the date of delivery.
o Covered only if more than 5 years have elapsed since last e Partial dentures, including any clasps and rests and all teeth, limited
placement. as follows:
o Limited to permanent teeth. Cast crowns on over-retained o Limited to 1 partial denture per arch.
primary teeth are not covered. o Replacement covered only if 5 years have elapsed since last
o  Crowns on third molars are covered when adjacent first or placement AND the partial denture cannot be made
second molars are missing and the tooth is in function with an serviceable (please refer to the denture or bridge
opposing natural tooth. replacement/addition provision under exclusions and
o Build-up procedure is considered covered and inclusive in limitations for exceptions).
the fee. o Servicesinclude any adjustments or relines which are
o Benefits are based on the date of cementation. performed within 12 months of initial insertion.
e Crownlengthening is limited to a single site when contiguous teeth are o Thereare no benefits for precision or semi-precision
involved. attachments.
e Re-cementing inlays, crowns and bridges is limited to 3 per tooth, 12 © Ber.lefits for partial dentures are based on the date of
months after last cementation. delivery.

e Postand core:

o

UT_SOB_PC_18

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

Denture adjustments are limited to:
o 1timeinany 12 month period; and

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

o

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
thatis 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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o

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.

e 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 personis
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
ora Dependent;
b. anEmployee 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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10.
11.

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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IMPORTANT NOTICE REGARDING LANGUAGE ASSISTANCE & DISCRIMINATION
AVISO IMPORTANTE SOBRE LA ASISTENCIA DE IDIOMA Y DISCRIMINACION

English

If you or the person you are helping has questions about your insurance benefits, claims, or coverage, you have the right to get help and
information in your language at no cost. To talk to an interpreter: if you have insurance from your employer, call the telephone number on
your identification card; for all other members, please call 844-561-5600.

The Guardian and its subsidiaries* comply with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex.

Spanish
Espaiiol

Si usted o la persona que esta ayudando tiene preguntas acerca de su seguro, las reclamaciones o cobertura, usted tiene derecho a obtener
ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete: si tiene seguro de su empleador, llame al nimero de
teléfono que aparece en su tarjeta de identificacion; para todos los demdas miembros, por favor llame al 844-561-5600.

The Guardian y sus subsidiarias * cumplir con las leyes federales aplicables de derechos civiles y no discrimina por motivos de raza, color,
origen nacional, edad, discapacidad, o sexo.

Chinese

B3z

INRARBUREFE B BRI A S L0RAYCRIG A2 - ZIR B a6y Il » (R RA - DLSREUREBIANE EALIRATIE S HIRUF] - 201
EOfERE AR ERE AR » FTRIEAIRAVS (IE EAY RIS S 10, A HAb R 5y, 7 B 844-561-5600.
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Vietnamese
Tiéng Viét

NE&u ban hodc ngudi ban dang gilip d& c6 cau hdi vé quyén loi bao hiém, yéu cau cla ban, ho3c bdo hiém, ban cé quyén dugc trg gidp va
thong tin trong ngdn ngtt ctia ban mién phi. D& néi chuyén véi mot thong dich vién: néu ban cé bao hiém tir cong ty clia ban, hay goi s6 dién
thoai trén thé nhan dang cla ban; cho tat ca cac thanh vién khac, xin vui long goi 844-561-5600.

The Guardian va cac cdng ty con clia nd * tudn thd phap luat quyén dan sy lién bang dp dung va khong phan biét d&i xir trén co s& ching
tdc, mau da, ngudn géc qudc gia, tudi tac, khuyét tat, hodc quan hé tinh duc.

Korean
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Tagalog
Tagalog

Kung ikaw o ang taong ikaw ay pagtulong ay may mga katanungan tungkol sa inyong mga benepisyo sa insurance, claims, o coverage, ikaw

ay may karapatan upang makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makipag-usap sa isang interpreter:
kung mayroon kang insurance mula sa iyong tagapag-empleyo, tawagan ang numero ng telepono sa iyong identification card; para sa lahat
ng iba pang mga miyembro, mangyaring tumawag sa 844-561-5600.

The Guardian at ang mga subsidiaries * sumusunod sa naaangkop na mga Pederal na batas sa mga karapatang sibil at hindi maaaring makita
ang kaibhan sa batayan ng lahi, kulay, bansang pinagmulan, edad, kapansanan, o sex.

Russian
Pycckuii

Ecnv Bbl 1M YenoBeK, KOTOPOMY Bbl MOMOraeTe ecTb BOMPOCHI MO NOBOZY BALLEro CTPAXOBbIX BbINAAT, MPETEH3UM, UV NMOKPbLITUSA, Bbl
MMeeTe NpaBo NOAYYUTb NOMOLLLL M MHbOPMaLMIO Ha Ballem A3biKe 6e3 Kakux-11Mbo 3atpart. [aa Toro, YTobbl NOroBOPUTL C NEPEBOAUYNKOM:
€C/IN y Bac ecTb CTpaxoBaHue oT Bawero paboTogatens, no3BoHMTE No HOMepy TenedoHa Ha Balen NAEHTUGUKALMOHHOM KapTOYKM; NS
BCEX OCTa/IbHbIX Y/1EHOB, NPocbba 3BOHUTL Mo TesiedoHy 844-561-5600.

The Guardian v ero go4YepHve KoMNaHWM * COOTBETCTBMM C AENCTBYIOWMMM heaepasibHbIMU 3aKOHAMM O FPaKAAHCKUX NpaBax U He
[0MYCKaTb AUCKPMMMHALIMM MO NPU3HAKY Pacbl, LIBETa KOXM, HALMOHA/IbHOIO MPOUCXOXAEHMSA, BO3pacTa, MHBANIMAHOCTM UK Noa.

Arabic
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French Creole-Haitian
Creole

Si ou menm oswa moun nan w ap ede gen kesyon sou benefis asirans ou, reklamasyon, oswa pwoteksyon, ou gen dwa pou jwenn ed ak
enfomasyon nan lang ou a pa koute. Pou pale ak yon entépreét: si ou gen asirans nan men anplwaye ou, rele nimewo telefon sou kat
idantifikasyon ou; pou tout Iot manm, tanpri rele 844-561-5600.

Kreyol

Ayisyen The Guardian ak filiales li yo * konfome yo avek lwa sou dwa sivil Federal aplikab yo, epi pa fé diskriminasyon sou baz ras, koulé, orijin
nasyonal, laj, andikap, oswa fé séks.

Polish Jesli Ty lub osoba, do ktérej pomoc ma pytania dotyczace Swiadczen z ubezpieczenia, roszczenia lub pokrycia, masz prawo do uzyskania

Polskie pomocy i informacji w swoim jezyku, bez zadnych kosztéw. Aby rozmawiac z ttumacza: jesli masz ubezpieczenie od pracodawcy, nalezy
zadzwonic¢ pod numer telefonu na karcie identyfikacyjnej; dla wszystkich pozostatych cztonkéw, zadzwon 844-561-5600.
The Guardian i jej spotek zaleznych * przestrzegania obowigzujgcych przepisow federalnych praw obywatelskich i nie dyskryminacji ze
wzgledu na rase, kolor skéry, pochodzenie narodowe, wiek, niepetnosprawnos¢, czy ptec.
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French
Frangais

Si vous ou la personne que vous aidez a des questions sur vos prestations d'assurance, les prétentions ou la couverture, vous avez le droit
d'obtenir de I'aide et de l'information dans votre langue, sans frais. Pour parler a un interprete: si vous avez I'assurance de votre employeur,
appelez le numéro de téléphone sur votre carte d'identité; pour tous les autres membres, s'il vous plait appelez 844-561-5600.

The Guardian et ses filiales * sont conformes aux lois fédérales relatives aux droits civils applicables et ne fait pas de discrimination sur la
base de la race, la couleur, I'origine nationale, I'dge, le handicap ou le sexe.

Italian
Italieno

Se voi o la persona che state aiutando ha domande circa la vostra prestazioni assicurative, reclami, o la copertura, si ha il diritto di richiedere
assistenza e informazioni nella propria lingua, senza alcun costo. Per parlare con un interprete: se avete |'assicurazione dal datore di lavoro,
chiamare il numero di telefono sulla carta d'identita; per tutti gli altri membiri, si prega di chiamare 844-561-5600.

The Guardian e le sue controllate * conformi alle leggi federali vigenti diritti civili e non discrimina sulla base di razza, colore, nazionalita, eta,
disabilita, o di sesso.

Persian-Farsi
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Armenian

Huybpk

Bpeh nnip fud wyt wbdp, nnip ogunid nith hwipgkp dkp wywhnjugpuljut hwnnignidubphg, wwhwbeubph, Jud
(pruwpwtidwl, nnip hpuyniup mikp uvnwbwnt ogunipnil bt nknkjuwnynipni Qtp |Eqyny ny th quny: unuly k pupguuigh:
Bph niutp wywhnjuqgpnipnit Qkp gnpdwunnth, qubquhwptp hbipwjunuwhwdwpp Ep inyiwjubugdwut pupun. ponp dnw
winudubph hudwp, punpnud Eup quiiquihwipt) 844-561-5600.

The Guardian ki hp niunp dkntwpnipniititpt * hwdwywnwujuwikt jhpunkjh qupbiughtt punupughwlut hpugnituputph
opkupubph b sh pnpuljuwinipeinit hhdwb ypw pwuugh, dwolh gnuyih, wggquyhtt Swquwb, wwuphph, hwydwingudnipyub, jud
uknhg:

German
Deutsche

Wenn Sie oder die Person, die Sie helfen, Fragen zu lhrem Versicherungsleistungen , Anspriiche oder Abdeckung, haben Sie das Recht auf
kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um auf einen Dolmetscher sprechen: Wenn Sie eine Versicherung von
lhrem Arbeitgeber haben, rufen Sie die Telefonnummer auf der Ausweiskarte ; fir alle anderen Mitglieder, rufen Sie bitte 844-561-5600.

The Guardian und ihre Tochtergesellschaften * mit den geltenden Bundes Biirgerrechte Gesetze einhalten und nicht zu diskriminieren auf
der Grundlage von Rasse, Hautfarbe , nationaler Herkunft, Alter, Behinderung oder Geschlecht.

Portuguese
Portugués

Se vocé ou a pessoa que vocé estd ajudando tem duvidas sobre seus beneficios de seguro, reivindicagGes, ou cobertura, vocé tem o direito
de obter ajuda e informagdes na sua lingua, sem nenhum custo. Para falar com um intérprete: se vocé tem seguro de seu empregador,
ligue para o nimero de telefone no seu cartdo de identificagdo; para todos os outros membros, ligue para 844-561-5600.

Este aviso tem informagdes importantes sobre a sua aplicagdo ou sua cobertura de seguro. Olhe para as datas-chave neste

The Guardian e suas subsididrias * cumprir com as leis federais aplicaveis direitos civis e ndo discriminar com base em raga, cor,
nacionalidade, idade, deficiéncia ou sexo.

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