ADA

Service

Code** Description**

0210

0220
0230
0240
0250
0260
0270
0272

0274

0277
0330

0415
0425
0460

1110
1120

1203
1310
1330
1351
1510
15156*
1520*
1525*
1550
None
8940
0951
9852

2140
2150
2160
2161
2330
2331
2332
2335
2391
2392
2363
2304
2510*
2520*
2530*
2542*
2543
2544~
2610*
2820*
2630
2740*

BODC-CS-TX

Diagnostic Dentistry

X-ray: intraoral - complete series {including bitewings) (once in any three calendar years, except
for medically necessary more frequent x-rays as determined by Member's Plan Dentist.)

X-ray: intraoral - periapical first film

X-ray: intraoral - periapical each additional film

X-ray: intraoral - occlusal film

X-ray: extraoral - first film

A-ray: extraoral - each additional film

X-ray: bitewing - single film

X-ray: bitewings - two films (ADA Code 0272 may only be obtained once in any six calendar

months, except for medically necessary more frequent x-rays as determined by Member's Plan Dentist)

X-ray: bitewing - four films (ADA Code 0274 may only be obtained once in any six calendar

months, except for medically necessary more frequent x-rays as determined by Member's Plan Dentist)

X-ray: vertical bitewings - 7 to 8 films

X-ray: panoramic film (ADA Code 0330 may only by obtained once in any three calendar years,
except for medicaily necessary more frequent x-rays as determined by Member's Plan Dentist)
Bacteriologic studies for determination of pathologic agents

Caries susceptibility tests

Pulp vitality tests

Preventive Dentistry

Prophylaxis - adult (ADA Code 0110 may oniy be obtained once in any six calendar months, except
for medically necessary more frequent prophylaxis as determined by Member)

Prophylaxis — child (ADA Code 0110 may only be obtained once in any six calendar months, except
for medically necessary more frequent prophylaxis as determined by Member)

Topical application of flucride (prophylaxis not inctuded) - child

MNutritional counseling for control of dental disease

Oral hygiene instructions

Sealant - per tooth

Space maintainer - fixed - unilateral

Space maintainer - fixed - bilateral

Space maintainer - removable - unilateral

Space maintainer - removable - bilateral

Re-cementation of space maintainer

Additional prophylaxis***

Occlusal guard

Occlusal adjustment - limited

Occlusal adjustment - complete

Restorative Dentistry

Amalgam - one surface, primary or permanent
Amalgam - two surfaces, primary or permanent
Amalgam - three surfaces, primary or permanent
Amalgam - four or more surfaces, primary or permanent
Resin-based composite - one surface, anterior
Resin-based composite - two surfaces, anterior
Resin-based composite - three surfaces, anterior
Resin-based composite - four or more surfaces or involving incisal angle {anterior)
Resin-based composite - one surface, posterior
Resin-based composite - two surfaces, posterior
Resin-based compesite - three surfaces, posterior
Resin-based composite - four or more surfaces, posterior
Inlay - metallic - one suiface

Inlay - metallic - two surfaces

Inlay - metallic - three or more surfaces

Onlay - metallic - two surfaces

Onlay - metallic - three surfaces

Onlay - metallic - four or more surfaces

Inlay - porcelain/ceramic - one surface

Inlay - porcelain/ceramic - two suirfaces

Inlay - porcelain/ceramic - three or more surfaces

Crown - porcelain/ceramic substrate

Page 2

Member

Copayment

5.00

No Charge
No Charge
No Charge
No Charge
No Charge
No Charge
No Charge

No Charge

No Charge
5.00

No Charge
No Charge
No Charge

5.00
5.00

No Charge
No Charge
No Charge
15.00
70.00
70.00
85.00
115.00
15.00
30.00
80.00
40.00
165.00

15.00
20.00
30.00
45.00
40.00
50.00
70.00
§0.00
80.00
80.00
100.00
130.00
155.00
160.00
225.00
215.00
225.00
225.00
220.00
230.00
245,00
300.00
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ALA

Service

Code** Description**

5110*
5120*
5130*
5140*
5211*
5212*
5213*
5214+

5410
5411
5421
5422
5510
5610*
5620*
5630*
5a40*
5650*
5730
5731
5740
5741
5750*
5751
5760"
5761
5850
5851
55862

6210*
6211*
6212*
6240*
6241*
6242*
6251*
8545
B721*
6750
6751*
B752*
6780*
6790*
8791*
B792*
6530

6940

6950

6980*
None*

7111
7140
7210

7220

BDC-C3-TX

Removable Prosthodontics (Removable Dentures)

Complete denture - maxillary

Complete denture - mandibular

Immediate denture - maxillary

Immediate denture - mandibular

Maxiliary partial denture - resin base {including any conventional clasps, rests and teeth)

Mandibular partial denture - resin base (inciuding any conventional clasps, rests, and teeth)

Maxillary partial denture - cast metal framewark with resin denture bases

Mandibular partial denture - cast metal framework with resin denture bases
{ 5213 and 5214 includes any conventional clasps, rests, and teeth)

Adjust complete denture - maxillary

Adjust complete denture - mandibular

Adjust partial denture - maxillary

Adjust partial denture - mandibular

Repair broken complete denture base

Repair resin denture base

Repair cast framework

Repair or replace broken clasp

Replace broken teeth - per tooth

Add tooth to existing partial denture

Reline complete maxillary denture (chairside)

Reline complete mandibular denture {chairside)

Reline maxiilary partial denture {chairside)

Reline mandibular partial denture (chairside)

Reline complete maxiltary denture (laboratory)

Reline complete mandibular denture (laboratory)

Reline maxillary partial denture (laboratory)

Reline mandibular partial denture {laboratory)

Tissue conditioning, maxillary

Tissue conditioning, mandibular

Precision attachment

Fixed Prosthodontics (Bridges or Fixed Partial Dentures)

Fontie - cast high noble metal

Pontic - cast predominantly base metal

Fontic - cast noble metal

Pontic - porcelain fused to high noble metal

Pontic - porcelain fused to predominantly base metal
Pontic - porcelain fused to noble metal

Pontic - resin with predominantly base metal
Retainer - cast metal for resin bonded fixed prosthesis
Crown - resin with predominantly base metal

Crown - porcelain fused to high noble metal

Crown - parcelain fused to predominantly base metai
Crown - porcelain fused to noble metal

Crown - 3/4 cast high noble metal

Crown - full cast high noble metal

Crown - full cast predominantly base metal

Crown - full cast noble metal

Recement fixed partial denture

Stress breaker

Precision aftachment

Fixed partial denture repair

Resin bonded bridge pontic, per unit**

Oral Surgery

Extraction, coronal remnants - deciduous tooth
Extraction, erupted tooth or exposed root (elevation and/or forceps removal)

Surgical removal of erupted tooth requiring elevation of
mucoperiosteal flap and remavail of bone and/or section of tooth

Removal of impacted tooth - soft tissue
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Member
Copayment

335.00
335.00
450.00
450.00
380.00
380.00
425.00
425.00

15.00
15.00
15.00
16.00
50.00
55.00
55.00
55.00
55.00
55.00
60.00
60.00
60.00
60.00
100.00
100.00
100.0G
1006.00
30.00
30.00
160.00

300.00
300.00
300.00
300.00
300.00
300.00
300.00
165.00
300.00
300.00
300.00
300.00
300.00
300.00
300.00
300.00

15.00
150.00
230.00

55.00
245.00

20.00
20.00

60.00
75.00
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ADA  Service
Code** Description*”

7230
7240
7241
7250
7270
7281
7310
7320
7510
7960

Q972

8110

6220
9230
9241
9242

Removal of impacted tooth - partially bony
Removal of impacted tooth - completely bony

Removal of impacted tooth - complately bony, with unusual surgicai complications

Surgical removal of residual teoth roots (cutting procedure)

Toath reimplantation and/or stabilization of accidentally evulsed or displaced tooth

Surgical exposure of impacted or unerupted tooth to aid eruption
Alvecloplasty in conjunction with extractions - per quadrant
Alveoloplasty not in conjunction with extractions - per quadrant
Incision and drainage of abscess - infraoral soft tissue
Frenulectomy (frenectomy or frenotomy) - separate procedure

Bleaching
External bleaching - per arch

Emergency Treatment of Pain
Palliative (emergency) treatment of dental pain — minor procedure

Anesthesia, Analgesia, and Sedation

Deep sedation/general anesthesia - first 30 minutes

Analgesia, anxiolysis, inhalation of nitrous oxide

Intravenous conscious sedation/analgesia - first 30 minutes
Intravenous conscious sedation/analgesia - each additional 15 minutes

ALL PREMIER INSURANGE GHF.
DAN SCHULTZ
P.O. BOX 924525
HOUSTON, TX 77292-4525
713-861-1110
WWW.PREMIERINSURE.COM

Member
Copayment

100.00
140.00
170.00

65.00
145.00
115.00

75.00
140.00

65.00
150.00

175.00

25.00

180.00
20.00
175.00
40.00

**Current and prior versions of the current dental terminology (CDT) codes (in the ADA Code column) and descriptors (in the Service

Description column) are copyrighted by the American Dental Assaciation {(ADA) and are used by permission.

@ 1991, 1994, 2002 American Dental Association

** Service does not have an American Dental Association current dental terminclogy code or nomenclaute/descriptor,

BDC-CS-TX Page 5
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All Premier Insurance Group  713.8611110 \ 800.711.101
PO Box 924525 E-Mail dan@premierinsure.com
Hou, Tx 77292-4525  http.//www.premierinsure.com

Hi New Client,

Here is your dental application with United Dental Care. Please read over carefully the
application and exclusions.When you fill out the application,answer all yellow
highlighted areas also sign and complete disclosure form and return with
application.You have two payment choices, annual or monthly draft from your
checking. Make the check to United Dental Care, After you have completed
application and disclosure,mail back to the address above., If you have any questions
please call me so that | can answer them for you. Thanks again for the chance to be
your agent! | can help you with Life, Home, Auto, Dental, Business plans if you know
someone who could use my services please pass my name and phone number to
them.Thanks!

Sincerely,
Dan Schultz



ADA  Service Member
Code** Description** Copayment

2750*  Crown - porcelain fused to high noble metal 360.00

2751*  Crown - porcelain fused to predominantly base metal 300.00
2752* Crown - porcelain fused to noble metal 300.00
2780*  Crown - full cast high noble metal 300.00
2781*  Crown - full cast predominantly base metal 300.00
2792*  Crown - full cast noble metal 300.00
2910 Recement inlay 15.00
2920 Recement crown 15.00
2930 Prefabricated stainless steel crown - primary tooth 100.00
2840 Sedative filling 20.00
2850 Core buildup, including any pins 85.00
2951 Pin retention - per tooth, in addition to restoration 20.00
2952* Cast post and core in addition to crown 110.00
2954  Prefabricated post and core in addition to crown 80.00
2962* Labial veneer (porcelain laminate) - laboratory 315.00
2080  Crown repair 30.00
None  Tempaorary filling*™ 2000
Endodontics

3110 Pulp cap - direct {excluding final restoration) 20.00

20.00

3120  Pulp cap - indirect {excluding final restoration)
3220  Therapeutic pulpotomy (excluding finai restoration) - removal of pulp
coronal to the dentinocemental junction and application of medicament 50.00

3310  Root canal therapy: anterior (excluding final restoration) 100.00
3320  Root canal therapy: bicuspid {excluding final restoration) 190.00
3330 Root canal therapy. moiar (excluding final restoration) 200.00
3346 Retreatment of previous roct canal therapy - anterior 340.00
3347 Retreatment of previcus root canal therapy - bicuspid 405.00
3348 Retreatment of previous root canal therapy - molar 490.00
3410  Apicoectomy/periradicular surgery - anterior 155.00
3421 Apicoectomy/periradicular surgery - biscuspid (first root) 200.00
3425  Apicoectomy/periradicular surgery - molar (first root) 300.00
3426  Apicoectomy/periradicular surgery (each additional root) 115.00
3430 Retrograde filling - per root 55.00
3450  Root amputation - per root 125.00

95.00

3820 Hemisection (including any roct removal), not including root canal therapy

Periodontics

4210  Gingivectomy or gingivoplasty -
four or more contiguous teeth or bounded teeth spaces per quadrant 150.00

4211 Gingivectomy or gingivoplasty - one to three teeth, per quadrant 75.00
4240  Gingival flap procedure, including root planing -
four or more contiguous teeth or bounded teeth spaces per quadrant 170.00
4241 Gingival flap procedure, including root planing - one to three teeth, per quadrant 130.00
4260  Osseous surgery (including flap entry and closure) -
425.00

four or more contiguous teeth or bounded teeth spaces per quadrant
4261 Osseous surgery (including flap entry and closure) -

one to three teeth, per quadrant 246.00
4320  Provisional splinting - intracoronal 165.00
4321 Provisional splinting - extracoronal 145.00

43441 Periodontal scaling and root planing -
four or more contiguous teeth or bounded teeth spaces per quadrant 55.00
33.00

4342  Periodontal scaling and root planing - one to three teeth, per quadrant
4355  Full mouth debridement to enable comprehensive evaluation and diagnosis 65.00
55.00

4910 Periodontal maintenance
None  Periodontal hygiene instructions*** 5.00

CHULTZ
P.O. BOX 924525
HOUSTON, TX 77292-4525
Page 3 713-861-1110 SECURE
WWW.PREMIERINSURE.COM
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appointment time. However, the charge to the Member may not exceed $25.00 per missed appointment.

Payment for all services received from a Non-Plan Dentist (at the Non-Plan Dentist’s entire normal retail

charge) is the responsibility of Member, except for benefits for Emergency Services as specifically stated

in the EMERGENCY SERVICES Article of the Evidence of Coverage.

ADA Service Member
Code** Description** Copayment

Appointments
None  Office visit - during regularly scheduled hours*** 10.00
9440  Office visit - after regularly scheduled hours 40.00
0120  Periodic oral evaluation (ADA code 0120 may only be obtained once in any six calendar months, No Charge

except for medically necessary more frequent evaluations as determined by Member's Plan Dentist)
0140  Limited oral evaluation, problem focused 25.00
0150  Comprehensive oral evaluation - new or established patient (ADA code 0150 may only be obtained No Charge

once in any six calendar months except for medically necessary more frequent evaluations as

determined by Member's Plan Dentist)
01160  Detailed and extensive oral evaluation - problem focused 20.00
0170  Re-evaluation - limited, problem focused (established patient, not post-operative visit) 20.00
0180 Comprehensive periodontal evaluation - new or established patient 20.00
9310  Consuitation {diagnostic service by dentist other than practitioner providing treatment) 70.00

ALL PREMIER INSURANCE GRP.
DAN SCHULTZ
P.0. BOX 924525
HOUSTON, TX 77292-4525
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The Secure Choice individual plan provides dental bene-
fits with attractive prepayment fees. To receive the bene-
fits of the Secure Choice }z’lan you will need to select a
Plan Dentist for you and your family members from the
list of Plan Dentists. Please note that you may choose a
different dentist for each family member.

' Features of the

- Secure ChoicePlan: .
No deductibles

No claim forms
No annual maximum

o o W d

Fixed copayment schedule for Plan
Dentists

0 Reduced fees on Orthodontic
procedures for children and adults

2 No referral required for Specialty
Dentist benefits

¥ ¥ ARWE AW =i vy 00T

Copayments are reduced fees that you pay directly to the
dentist for some dental treatments. A partial list of some
frequently used dental treatments is included on the back of
this brochure. This list shows you the potential savings with
United Dental Care of Texas, Inc. versus what you would
pay without this Plan.

Cosmetic dentistry

United Dental Care of Texas, Inc. understands the impor-
tance of your appearance. That's why we have included cos-
metic services, such as bleaching and bending procedures, in
your plan benefits.

Orthodontic benefits

The Secure Choice Plan includes reduced fees on
Orthodontic procedures for children and adults. Plan
Orthodontic Specialty Dentist provide reduced fees of 25%
off his or her normal retail charge. Orthodontic services are
available only in areas where United Dental Care of Texas,
Inc. has Plan Orthodontist(s) who provide those services.
Orthodontic treatment begun prior to your plan effective
date is not eligible for this benefit.

Specialty benefits

Should the services of a Specialty Dentist be necessary you
may seek treatment from any Plan Specialty Dentist listed in
our printed or online directory. If an oral specialty dentist,
orthodontic specialty dentist, periodontic specialty dentist or
pedodontic specialty dentist provides treatment you wiil

Three easy stei)s to enrolling in the Secure Choice Plan:

Select a general dentist from the Plan Dentist Directory
or online at www.assurantemployeebenefits.com under
Provider Search for Heritage Series. Each family
member may choose a different Plan Dentist.

@ Complete the attached application form. Be sure to

a Choose your

include the Dental Facility Number of each dentist you
have selected in the spacé provided and detach the
application form from the brochure.

ayment option. If you choose the annual
prepayment fee method include the appropriate pre-
payment fee, the $20 enrollment fee, the completed
application form and mail to United Dental Care of
Texas, Inc. The annual prepayment fee may be paid by
credit card for your convenience.

If you choose the automatic monthly bank draft
method complete the Authorization Agreement on the
reverse side of the application form, include a voided
check, the first month’s prepayment fee, the $20 enroll
ment fee and mail to United Dental Care of Texas, Inc.
Monthly prepayment fees will thereafter be drawn auto-
matically from your bank account. While we accept
automatic bank drafts from checking or savings
accounts, we cannot accept personal checks on a
monthly basis.

When will I receive a membership card?
Once your application has been processed, you will receiv-
a membership card, the Individual Dental Service

receive 25% off that specialist’s normal retail charges. For
treatment by an endodontic specialty dentist you will receive
15% off that Specialty Dentist’s normal retail charges.
Specialty Dentist services are available only in areas where Agreement, and a complete list of copayments. Your effec-
United Dental Care of Texas, Inc. has Plan Specialty tive date will be provided with your membership materi-
Dentist(s). Please note that payment for a service performed als.

by a Non-Plan Specialty Dentist is your responsibility. What if [ need to change my dentist?
You may change dentists by simgly calling the Customer

Service Department at 800-443-2995.

0 Benefits for pre-existing dental
conditions

~ Prepayment Fee Options

Annual Prepayment Fees

Individual . ... $115.28 How do I receive care?

[ndividual & One Dependent ........ $195.10 After your effective date, phone the dentist you selected,

Family . ... oo $307.72 and tell the office that you have United Dental Care of
or Texas, Inc. prepaid coverage. They will schedule your

appointment to see the dentist.

Who is eligible?
You, your spouse and dependent children as defined by
state law.

Automatic Monthly Bank Draft

Accounts are drafted on the 15th of each month
prior to the month of benefits. A monthly
administration charge is included in the fees

below. When do I renew my dental plan?
Tf you select the annual prepayment method, a renewal
i notification and billing statement will be mailed to your
Individual .. ... i $10.86 . -
Individual & One Dependent $17.51 home in advance of your anniversary date. If you select
Family ................ ... %2689 the monthly bank draft method for payment, no action is

required to renew your dental plan.

Renewal/Cancellation/Termination

This Plan renews at each yearly anniversary of the effec-
tive date. Company and Subscriber each have the right tc
terminate the Pfan with prior written notice. Please con-
sult the Individual Dental Service Agreement for details

$20.00 Enrellment Fee




Limitanions and bBExciusions

1. Any services not specifically described in the Copayment
Schedule {including but not limited to any hospital or
outpatient care faci%ity cost associated with any dental
service).

2. Any part of any dental service for which a charge is
incurred before the effective date of member's enroll-
ment.

3. Any dental service initiated after Member’s enrollment
ends.

4. Services provided by Non-Plan Providers unless for
Emergency Services as specifically Frmfided in the
EMERGENCY SERVICES Article of the Individual
Dental Service Agreement.

5. Replacement of bridgework, dentures or other fixed or
removable appliances unless (a) at least five years have
elapsed since such appliance was provided as a Plan
Benefit, or (b) during that five year period, appliance
becomes unusable and cannot {e made usabYe due to
Member’s illness or an accident invelving damage to
the appliance while it is in use.

6. Replacement of dentures or other removable appliances
due to {a) damage while not in use or (b} loss or theft.

7. Oral reconstruction using fixed bridgework or other
fixed appliances if the overall treatment plan to achieve
complete oral reconstruction involves the replacement of
six or more teeth (whether those teeth are missing before
treatment begins or are extracted as part of the overall
treatment plan).

8. Implants or any related implant appliances, or surgery
for the insertion of implants or any related implant
appliances, whether fixed or removable.

9. Surgical removal of implants or implant appliances, or
any surgical or non-surgical services to adjust, repair,
replace, or treat any problem related to an existing
irﬁplant or implant appliance, whether fixed or remov-
able.

10. Restorations or splints used to increase vertical
dimension, restore occlusion, or replace or stabilize
tooth structure lost by attrition.

11. Orthodontic treatment involving therapy for myofunc-
tional problems, TM] (temporomandibular joint) dys-
functions, micrognathia, macroglossia, cleft palate or
other growth and developmental abnormalities.

12. Orthodontic treatment associated with orthognathic
surgery, whether the treatment precedes or follows the
SUrgery.

13. Extractions of third molars (wisdom teeth) that are not
symptomatic, whether or not the extractions follow the
completion of orthodontic treatment. Examiples of
symptomatic conditions include decay, odontogenic
cysts, chronic pericoronitis and infection.

14. Treatment of malignancies, neoplasms or cysts, includ-
ing but not limited to biopsies.

AGENT NUMBER

Please retain a copy of this
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| Check this box if you have a disability affecting your ability to communicate or read.

—1 Other
verican Express U Discover

U Spanish

LI English

lease include your primary language by placing a check in the appropriate box.
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/ my signature below, | understand that a full description of this Individual HMO Dental Plan will be provided in the Individual Denta
rvice Agreement and that the dentist | select may or may not perform all of the procedures listed on the Copayment Schedule. | author-

2
=

the dentist who has rendered procedures to me or members of my family to make available to United Dental Care of Texas, Inc., Fortis
nefits Insurance Company and their affiliated dental companies my dental records, photocopies or information regarding such proce-

E
]
H

It is & crime to knowingly provide false, incomplete or misleading information for the purpose of

sfrauding the Company. Penalties include imprisonment, fines and denial of benefits. This authorization is not governed by HIPAA; howev-

, when necessary, | may be asked to execute a HIPAA authorization form, allowing United Dental Care of Texas, Inc., Fortis Benefits Insurance

>mpany and thier affiliat

i companies to use and disclose protected health information.

Ires to the extent permitied by law.

Date

Subscriber’s Signature

This is an important document that will become part of your contract.

Date

M

I

ed dgnt
| "

C

26.89

gent’s Signature

Fortis

Benefits administered by

Benefits Insurance Company and provided by United Dental Care of Texas, Inc..

17.51
15.28 195.10 307.72

10.86










