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Dental Blue PPO Program 1

Preventive Benefit Group Basic Benefit Group
No Deductible
Full Coverage* 80% Coverage*
$500 Calendar-Year Benefit Maximum (in-network and out-of-network combined)
Diagnostic Restorative
+ One complete initial oral exam, including initial dental history and charting of | + Amalgam (silver) fillings (limited to one filling for each tooth surface in a
the teeth and supporting structures 12-month period)
* Full mouth X-rays, seven or more films, or panoramic X-ray with bitewing + Composite resin (tooth color) fillings (limited to one filling for each tooth
X-rays once each 60 months surface in a 12-month period)
* Bitewing X-rays once each six months * Pin retention for fillings
+ Single tooth X-rays as needed + Stainless steel crowns on baby teeth and on first permanent adult molars
+ Study models and casts used in planning treatment once each 60 months (members under age 16)
* Periodic or routine oral exams once each six months Oral Surgery
» Emergency exams * Tooth extraction
Preventive . Rgot rlemoval
* Routine cleaning, scaling, and polishing of the teeth once each six months * Biopsies
* Fluoride treatment once each six months (members under age 19) Periodontics (gum and bone)

* Sealants on permanent pre-molar and molar surfaces (members under age | - Periodontal scaling and root planing once per quadrant each 24 months
14). Benefits are provided for one application per bicuspid or molar surface | . Pgriodontal surgery once per quadrant each 36 months

each 48 rﬁont‘hs. * Periodontal maintenance following active periodontal therapy once each
+ Space maintainers needed due to premature tooth loss (members under three months

age 19

9 ) Endodontics (roots and pulp)

* Root canal therapy (permanent teeth, once in a lifetime per tooth)

* Retreatment root canal therapy on permanent teeth, once in a lifetime for
each tooth

+ Therapeutic pulpotomy on primary or permanent teeth (members under
age 16)

+ Other endodontic surgery to treat or remove the dental root

Prosthetic Maintenance

* Repair of partial or complete dentures, crowns, and bridges once each
12 months

* Adding teeth to an existing complete or partial denture

* Rebase or reline of dentures once each 36 months

* Recementing of crowns, inlays, onlays, and fixed bridgework once each
12 months

Other Services

» Occlusal adjustments once each 24 months

+ Services to treat root sensitivity

» Emergency dental care to treat acute pain or to prevent permanent harm to
a member™

* General anesthesia when administered in conjunction with covered
surgical services

* Benefits are reduced by 20 percent when services are received from an out-of-network dentist.

“* Emergency care services are not subject to the calendar-year deductible. When you require emergency care by an out-of-network dentist, benefits are provided at the same level as an
in-network dentist.



Welcome to Dental Blue PPO, a dental plan designed to manage
the cost of dental services.

Your Dentist

Dental Blue PPO offers a large network of dentists, including
dentists in Massachusetts and Rhode Island who participate
with Blue Cross Blue Shield of Massachusetts. Dental Blue PPO
members also have access to participating dentists nationwide.
Using Dental Blue PPO network dentists will minimize your
out-of-pocket expenses.

If you would like help choosing a dentist, or already have a dentist
and want to know if she or he participates with your plan, you

can call the dentist, look at the current dental provider directory,
or call Member Service at the toll-free phone number shown on
your Dental Blue ID card. You can also access the online dental
provider directory at bluecrossma.com.

Your Benefits

The dental benefits your plan covers are subject to the calendar-
year deductible and coinsurance (if applicable), and benefit
maximum amounts shown in the chart. The calendar year begins
on January 1 and ends on December 31 of each year. The chart
also shows the percentage of costs your plan will pay for covered
dental services. Many of the covered services have specific time or
age limits.

Pre-Treatment Estimates

If your dentist expects that your dental treatment will involve
covered services that will cost more than $250, Blue Cross
Blue Shield recommends that your dentist send a copy of the
“treatment plan” to Blue Cross Blue Shield before services
are provided. A treatment plan is a detailed description of the
procedures that the dentist plans to perform and includes an
estimate of the charge for each service.

Once the treatment plan is reviewed, you and your dentist will be
notified of the benefits available.

Remember, the payment estimate is based on your eligibility
status and the amount of your calendar-year benefit maximum
at the time the estimate is received and reviewed. (‘The actual
payment may differ if your available calendar-year benefit
maximum or eligibility status has changed.)

Multi-Stage Procedures

Your dental plan provides benefits for multi-stage procedures
(procedures that require more than one visit, such as crowns,
dentures and root canals) as long as you are enrolled in the plan on
the date that the multi-stage procedure is completed. A network
dentist will send a claim for a multi-stage procedure to Blue Cross
Blue Shield only after the completion date of the procedure.

You will be responsible for all charges for multi-stage procedures if
your plan has been cancelled before the completion date of
the procedure.

How Network Dentists Are Paid

Payments are based on the allowed charge for covered services.
Network dentists agree to accept the allowed charge as payment
in full. You pay only your deductible and coinsurance (if applicable),
and any allowed charges beyond your calendar-year benefit
maximum. In certain situations, you will have to pay the difference
between the claim payment and the provider’s actual billed
charge. Refer to your plan description for information about these
situations.

How Out-of-Network Dentists Are Paid

Benefits for covered services by a non-preferred dentist are
provided based on the allowed charge or the dentist’s actual
charge, whichever is less. The allowed charge is based on a
schedule of charges. You may be responsible for any difference
between the allowed charge or the dentist’s actual charge,
whichever is less. You are also responsible for your deductible and
coinsurance (if applicable), and charges beyond your calendar-year
benefit maximum.

Payments are based on 80 percent of the network coverage levels
for covered services. For example, if 80 percent of your dental
expenses would have been covered had you used a network
provider, only 64 percent of such expenses will be covered if you
use an out-of-network provider. This provision does not apply

to emergency care services. Benefits for emergency care are paid
based on the network level of benefits.


https://home.bluecrossma.com/

When Coverage Begins
You are covered, without a waiting period, from the date you enroll
in the plan.

Dependent Benefits

"This plan covers dependents until the end of the calendar month

in which they turn age 26, regardless of their financial dependency,
student status, or employment status. See your plan description (and
riders, if any) for exact coverage details.

Enhanced Dental Benefits

Enhanced Dental Benefits for certain dental care services are
available for members who have been diagnosed with qualifying
conditions. To learn more about specific conditions included in
this benefit, review your plan description (and riders, if any) on
MyBlue at bluecrossma.com/myblue.

Questions?

If You Have to File a Claim

Network dentists will send claims directly to Blue Cross Blue Shield.
All you have to do is show them your Dental Blue ID card. The
payment will be sent directly to your dentist as long as the claims
are received within one year of the completed service.

If you receive care from an out-of-network dentist, you will
typically need to submit the claim yourself. Before submitting
your claim, get an Attending Dentist’s Statement form from
Member Service.

After your dentist fills out the form, send it and your original
itemized bills to Blue Cross Blue Shield of Massachusetts,

P. O. Box 986030, Boston, MA 02298. All member-submitted
claims must be submitted within two years of the date of service.

If you have a grievance, please see your plan description for
instructions on how to file a grievance.

Other Information

Coordination of benefits applies to plan members who are covered
by another plan for health care expenses. Coordination of benefits
ensures that payments from other insurance or health care plans
do not exceed the total charges billed for covered services.

Your plan description has a subrogation clause, which means that
Blue Cross Blue Shield can recover payments if a member has
already been paid for the same claim by a third party.

For questions about Blue Cross Blue Shield of Massachusetts, call 800-932-8323, or visit us online at bluecrossma.com.

Register for or log in to MyBlue, a personalized way to access your health care information, claims, and more, at bluecrossma.com/myblue.

Limitations and Exclusions. These pages summarize the benefits of your dental plan. Your plan description and riders define the full terms and conditions in greater
detail. Should any questions arise concerning benefits, the plan description and riders will govern. For a complete list of limitations and exclusions, refer to your plan
description and riders. Note: Blue Cross and Blue Shield of Massachusetts, Inc., administers claims payments only and does not assume financial risk for claims.

® Registered Marks of the Blue Cross and Blue Shield Association. © 2020 Blue Cross and Blue Shield of Massachusetts, Inc.
Printed at Blue Cross and Blue Shield of Massachusetts, Inc.
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Nondiscrimination Notice

Blue Cross Blue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, sex, sexual orientation, or gender identity. It does not exclude
people or treat them differently because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity.

Blue Cross Blue Shield of Massachusetts provides:

* Free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters and written information in
other formats (large print or other formats).

¢ 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 Member Service at the number on your ID card.

If you believe that Blue Cross Blue Shield of Massachusetts has failed to provide
these services or discriminated in another way on the basis of race, color, national
origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with the Civil Rights Coordinator by mail at Civil Rights Coordinator,
Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA
02171-2126; phone at 1-800-472-2689 (TTY: 711); fax at 1-617-246-3616; or
email at civilrightscoordinator@bcbsma.com.

If you need help filing a grievance, the 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 online at ocrportal.hhs.gov; by mail at
U.S. Department of Health and Human Services, 200 Independence Avenue, SW
Room 509F, HHH Building Washington, DC 20201; by phone at 1-800-368-1019
or 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov.

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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Translation Resources

Proficiency of Language Assistance Services

Spanish/Espafiol: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. Llame al nimero de Servicio al Cliente que figura en su tarjeta de
identificacion (TTY: 711).

Portuguese/Portugués: ATENCAQ: Se fala portugués, sdo-Ihe disponibilizados gratuitamente
servicos de assisténcia de idiomas. Telefone para 0s Servicos aos Membros, através do nimero no
seu cartdo ID (TTY: 711).

Chinese/fE {3 /T8 MREH AL, WAIAIEEBRERRHEFTHIMS. HHITE D £ LK
SWUHEASRREH (TTY 545 711) o
Haitian Creole/Kreyol Ayisyen: ATANSYON: Si ou pale kreyol ayisyen, sevis asistans nan lang

disponib pou ou gratis. Rele nimewo Sevis Manm nan ki sou kat Idantititkasyon w lan (Sévis pou
Malantandan TTY: 711).

Vietnamese/Tiéng Viét: LUU Y: Néu quy vi ndi Tiéng Viét, cac dich vu hd trg ngdn ngl dugc cung cap cho
quy vi mién phi. Goi cho Dich vu Hoéi vién theo s6 trén thé ID cda quy vi (TTY: 711).
Russian/Pycckuin: BHIMAHWE: ecnn Bbl roBopuTe No-pyccku, Bol MoXKeTe BOCMONb30BaTbCA BecnnaTHbIMM

ycnyramv nepesofguvka. [No3soHuTe B oTAeN 00CyXMBaHWA KIVEHTOB MO HOMEPY, YKazaHHOMY B Baluel
naeHTNKaUuMoHHOM KapTe (Tenetamn: 711).

Arabic/ s:
sl Slaz) sk Bl e ds2sbl (31 e elactl Sloasy Jadl ) deully Blove &gl Baslul Gloas (3518 oy ymll dilll Gty S 13) ol
(711 5TTY (Sl all gt

Mon-Khmer, Cambodian/igi: Mifj8&nnis {paisidiyafunwman igi
UNGgwManRaaniy ANGIAMSiNUEAT yugid A igarunntamuine

ISTIRG U AN AU T Z BIVESHA (TTY: 711)7

French/Francais: ATTENTION : si vous parlez frangais, des services d'assistance linguistique sont
disponibles gratuitement. Appelez le Service adhérents au numéro indiqué sur votre carte d’'assuré

(TTY : 711).

ltalian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza
linguistica. Chiamate il Servizio per i membri al numero riportato sulla vostra scheda identificativa

(TTY: 711).

Korean/gt=01: =2|: t==0{ = AlSstA|l= 4%, A0 A& MH|AE FEZ 0[Z5tA =+
QUELICH #5tel DZL=0f U HSHHSTTY: 711)S AL8S0Y 5|7l AH| A0 Hst5tAAI.

Greek/N\nvika: MPOXOXH: Eav pihate EAMnvikd, diatiBevtal yia oag unnpeoieg YAwooIKAG BoriBelag,
dwpeav. Kahéote Tnv Yrnpeoia EEunpétnong Mehwv otov aplBud tng kaptag péroug oag (ID Card)
(TTY:711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association



Polish/Polski: UWAGA: Osoby postugujace sie jezykiem polskim moga bezptatnie skorzysta¢ z pomocy
jezykowej. Nalezy zadzwoni¢ do Dziatu obstugi ubezpieczonych pod numer podany na identyfikatorze
(TTY:711).

Hindi/fgeY: eare & afe 3 R Staa §, o $9T Jgraar JaiY, 39 & fov F:ees
3y §| TEET QATIHT FT NUF IE.E. FE W RBU 3T A6 W Frel Y EL.E.as.: 711),

Guijarati/aeeRidl: 2l 2L ool dH AsrRUdl olddl €1, dl dHA AN HSAAL A9l [l et Guao, 9,
dAn1zL UL 515 U2 BUUAL o1z U2 Member Service A 51 53 (TTY: 711).

Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na
mga libreng serbisyo para sa tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong
nasa iyong ID Card (TTY: 711).

Japanese/B&E: BHSE HABE LR LICEAHITERDERZ VARV AY—EX%ET
FIBWRITE Y, DA—RICEREHOBRESZERL AN\ —EALTHEEZTWY
(TTY: 711),

German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche
UnterstUtzung zur Verfugung. Rufen Sie den Mitgliederdienst unter der Nummer auf Inrer ID-Karte an

(TTY: 711).
Persian/l.\:

(TTY: 711) 50,80 eled cliac) Sledsr (2sg b 3gs
Lao/w999290: 2001 {F19: 1)9c39cHIWIF290L0, TNIOINwgosciiadvwaza lvnios
LCIVO. 2mm‘)cd°)E)U;m‘)Ds:,mQnmm)‘)@cnn?mz):zueﬂvooaagmﬁv (TTY: 711).
Navajo/Diné Bizaad: BAA AKOHWIINDZIN DOOIGI: Diné k’ehji yanilt’i’go saad bee yat’i> éi
t’44jiik’e bee nikd’a’doowotgo éi nd’ahoot’1’. Dii bee anitahigi ninaaltsoos bine’dé¢’ ndomba bika’igiiji’
béésh bee hodiilnih (TTY: 711).

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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