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Medicare Supplement Dental Duo

Policy for Medicare Supplement Members

This dental Policy is issued by Blue Shield of California Life & Health Insurance Company ("Blue Shield
Life"), to the Insured whose identification cards are issued with this Policy. In consideration of statements
made in the application and timely payment of Premiums, Blue Shield Life agrees to provide the Benefits of
this Policy.

NOTICE TO NEW MEMBERS

Please read this Policy carefully. If you have questions, contact Blue Shield Life. You may surrender this
Policy by delivering or mailing it with the identification cards, within ten (10) days from the date it is received
by you, to BLUE SHIELD LIFE, 601 12™ STREET, OAKLAND, CA 94607. Immediately upon such deliv-
ery or mailing, the Policy shall be deemed void from the beginning, and Premiums paid will be refunded.

IMPORTANT!

No Insured has the right to receive the benefits of this Plan for Services or supplies furnished following
termination of coverage. Benefits of this Plan are available only for Services and supplies furnished during
the term it is in effect and while the individual claiming benefits is actually covered by this Policy. Benefits
may be modified during the term of this Plan as specifically provided under the terms of this Policy or upon
renewal. If benefits are modified, the revised benefits (including any reduction in benefits or the elimination
of benefits) apply for Services or supplies furnished on or after the effective date of the modification. There
is no vested right to receive the benefits of this Plan.

IMPORTANT

If you opt to receive dental services that are not covered services under this Plan, a participating dental provide
may charge you his or her usual and customary rate for those services. Prior to providing a patient with dental
services that are not a covered benefit, the dentist should provide to the patient a treatment plan that includes
each anticipated services to be provided and the estimated cost of each service. If you would like more infor-
mation about dental coverage options, you may call customer service at 1-800-431-2809 or your insurance
broker. To fully understand your coverage, you may wish to carefully review this Policy.
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The Covered Services listed below are paid as indicated in the following Summary of Benefits. These Cov-
ered Services are subject to the sections of the Summary of Benefits entitled Insured Calendar Year Deduct-
ible and Maximum Blue Shield Life Calendar Year Payment.

Medicare Supplement Dental Duo for MedSupp Members

Summary of Benefits

Insured Calendar Year Deductible
(Dental Plan Deductible)

Deductible Responsibility

Participating Dentists

Non-Participating
Dentists

The Deductible applies to all Covered Services in-
curred during a Calendar Year except for diagnostic
and preventive services provided by Participating or
Non-Participating Dentists.

$50

Maximum
Calendar Year Payment

Maximum Blue Shield Life Calendar Year Payment

Participating Dentists

Non-Participating

Dentists
For all Covered Services $1,500' $1,000'
The Plan pays up to the maximum payment amount as
listed for Covered Services and supplies
Covered Services Blue Shield Life
and Supplies Payment Percentage
Participating Non-Participating
Dentists Dentists
Diagnostic and Preventive Services 100% 80%
Basic Services 80% 70%
Major Services® 50% 50%

The maximum amount the Plan will pay for covered Services and supplies is $1,500 in a Calen-
dar Year. Up to $1,000 of this maximum amount may be used for covered Services and supplies
received from Non-Participating Dentists in a Calendar Year. You pay any amount above the

$1,500 Benefit maximum in a Calendar Year.

2 A 12-month waiting period applies to all Major Services, except as specifically noted under the

Waiting Period Exceptions section.
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Introduction to the Medicare Supplement Dental
Duo

The Medicare Supplement Dental Duo (Dental + Vi-
sion) package consists of a dental plan and a vision
plan which is offered at a package rate as an option
for Blue Shield of California Medicare Supplement
Members. This Policy describes the benefits of the
Medicare Supplement Dental Duo, the dental plan in
the Medicare Supplement Dental Duo (Dental + Vi-
sion) package. Termination of your Medicare Sup-
plement coverage will cause the termination of this
Policy.

Blue Shield Life’s dental plans are administered by
a Dental Plan Administrator (DPA) which is an en-
tity that contracts with Blue Shield Life to adminis-
ter the delivery of dental services through a network
of Participating Dentists.

Before Obtaining Dental Care Services

You are responsible for assuring that the Dentist you
choose is a Participating Dentist. Note: A Participat-
ing Dentist’s status may change. It is your obligation
to verify whether the Dentist you choose is currently
a Participating Dentist in case there have been any
changes to the list of Participating Dentists. A list of
Participating Dentists located in your area, can be
obtained by contacting a Dental Plan Administrator
at 1-888-679-8928. You may also access a list of
Participating Dentists through Blue Shield Life’s in-
ternet site located at http://www.blueshieldca.com.
You are also responsible for following the Pre-certi-
fication of Dental Benefits Program that includes ob-
taining or assuring that the Dentist obtains Pre-
certification of Benefits.

Note: A Dental Plan Administrator will respond to
all requests for pre-certification and prior authoriza-
tion within five (5) business days from receipt of the
request. For urgent services in situations in which
the routine decision making process might seriously
jeopardize the life or health of an Insured or when
the Insured is experiencing severe pain, a Dental
Plan Administrator will respond within 72 hours
from receipt of the request.
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Failure to meet these responsibilities may result in
denial of benefits. However, by following the pre-
certification process both you and your Dentist will
know in advance which services are covered and that
benefits are payable.

PLEASE READ THE FOLLOWING
INFORMATION SO YOU WILL KNOW FROM
WHOM OR WHAT GROUP OF PROVIDERS
HEALTH CARE MAY BE OBTAINED.

Choice of Dentists

The Medicare Supplement Dental Duo is specifi-
cally designed for you to use Participating Dentists.
Participating Dentists agree to accept a Dental Plan
Administrator’s payment, plus your payment of any
applicable Deductible and Coinsurance, as payment
in full for Covered Services. This is not true of Non-
Participating Dentists.

Participating Dentists submit claims for payment af-
ter Dental Care Services have been rendered. Pay-
ments for these claims go directly to the
Participating Dentist. You or your Non-Participating
Dentists submit claims for reimbursement after ser-
vices have been rendered. If you receive Dental Care
Services from Non-Participating Dentists, you have
the option of having payments sent directly to the
Non-Participating Dentist or sent directly to you. A
Dental Plan Administrator will notify you of its deter-
mination within 60 days after receipt of the claim.

Participating Dentists do not receive financial incen-
tives or bonuses from Blue Shield Life.

You may access a Directory of Participating Dentists
through Blue Shield Life’s Internet site located at
http://www.blueshieldca.com. The names of Partici-
pating Dentists in your area may also be obtained by
contacting a Dental Plan Administrator at 1-888-
679-8928.

Pre-certification of Dental Benefits

Before any course of treatment expected to cost
more than $250 is started, you should obtain pre-cer-
tification of Benefits. Your Dentist should submit
the recommended treatment plan and fees together
with appropriate diagnostic X-rays to a Dental Plan



Administrator. A Dental Plan Administrator will re-
view the dental treatment plan to determine the ben-
efits payable under the plan. The Benefit
determination for the proposed treatment plan will
then be promptly returned to the Dentist. When the
treatment is completed, your claim form should be
submitted to a Dental Plan Administrator for pay-
ment determination. A Dental Plan Administrator
will notify you of its determination within 30 days
after receipt of the claim.

The dental plan provides Benefits for Covered Ser-
vices at the most cost-effective level of care that is
consistent with professionally recognized standards
of care. If there are two (2) or more professionally
recognized procedures for treatment of a dental con-
dition, this Plan will in most cases provide Benefits
based on the most cost-effective procedure. The
Benefits provided under this plan are based on these
considerations but you and your Dentist make the fi-
nal decision regarding treatment.

Failure to obtain pre-certification of Benefits may
result in a denial of benefits. If the Pre-certification
process is not followed, a Dental Plan Administrator
will still determine payment by taking into account
alternative procedures; services, or materials for the
dental condition based on professionally recognized
standards of dental practice. However, by following
the Pre-certification process both you and your Den-
tist will know in advance which services are covered
and the Benefits that are payable.

The covered dental expense will be limited to the Al-
lowable Amount for the procedure, service, or mate-
rial which meets professionally recognized
standards of quality dental care and is the most cost
effective as determined by a Dental Plan Adminis-
trator. If you and your Dentist decide on a more
costly procedure, service, or material than a Dental
Plan Administrator determined is payable under the
Plan, then Benefits will be applied to the selected
treatment plan up to the benefit maximum for the
most cost effective alternative. You will be respon-
sible for any charges in excess of the Benefit
amount. A Dental Plan Administrator reserves the
right to use the services of dental consultants in the
pre-certification review.

Example:
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e Ifa crown is placed on a tooth which can be re-
stored by a filling, benefits will be based on the
filling;

e [fa semi-precision or precision partial denture is
inserted, benefits may be based on a conven-
tional clasp partial denture.

e [fabridge is placed and the patient has multiple
unrestored missing teeth, Benefits will be based
on a partial denture.

Participating Dentists

When you receive Covered Services from a Partici-
pating Dentist, the Participating Dentist will file
claims on your behalf and will be reimbursed at the
applicable payment percentage as outlined under the
Blue Shield Life Payment Percentage section in the
Summary of Benefits. Members are responsible for
the remaining percentage amount. Coinsurances are
based on the Allowable Amount.

Services rendered for diagnostic and preventive care
will be paid at 100%, subject to certain limitations as
specified in the section entitled Covered Services and
Supplies.

Participating Dentists will be paid directly by the
Plan, and have agreed to accept a Dental Plan Ad-
ministrator’s payment, plus your payment of any ap-
plicable Deductible or Coinsurance, as payment in
full for Covered Services.

If the Insured recovers from a third party the reason-
able value of Covered Services rendered by a Partic-
ipating Dentist, the Participating Dentist who
rendered these services is not required to accept the
fees paid by a Dental Plan Administrator as payment
in full, but may collect from the Insured the differ-
ence, if any, between the fees paid by a Dental Plan
Administrator and the amount collected by the cov-
ered Insured for these services.

Non-Participating Dentists

When you receive Covered Services from a Non-
Participating Dentist, you will be reimbursed up to
the applicable payment percentage as specified in
the Blue Shield Life Payment Percentage section in
the Summary of Benefits. Coinsurances are based on
the Allowable Amount. You will be responsible for
the remaining percentage amount plus the remainder



of the Dentist’s billed charges. You should discuss
this beforehand with your Dentist if he is not a Par-
ticipating Dentist. Any difference between a Dental
Plan Administrator’s or Blue Shield Life’s payment
and the Non-Participating Dentist's charges are your
responsibility. Insureds are expected to follow the
billing procedures of the dental office.

If your receive Covered Services from a Non-Partic-
ipating Dentist, either you or your Dentist may file a
claim using the dental claim form which may be ob-
tained by calling Dental Insured Services at:

1-888-679-8928

Claims for all Covered Services rendered by Non-
Participating Dentists, should be sent to:

Blue Shield Life
P. O. Box 30567
Salt Lake City, UT 84130-0567
Continuity of Care by a Terminated Dentist

Insureds who are being treated for acute dental con-
ditions, serious chronic dental conditions, or who
have received authorization from a now-terminated
Dentist for dental surgery or another dental proce-
dure as part of a documented course of treatment can
request completion of care in certain situations with
a Dentist who is leaving a Dental Plan Administra-
tor's network of Participating Dentists. Contact Cus-
tomer Service to receive information regarding
eligibility criteria and the policy and procedure for
requesting continuity of care from a terminated Den-
tist.

Financial Responsibility for Continuity of Care
Services

If an Insured is entitled to receive Covered Services
from a terminated Dentist under the preceding Con-
tinuity of Care provision, the responsibility of the In-
sured to that Dentist for Services rendered under the
Continuity of Care provision shall be no greater than
for the same Covered Services rendered by a Partic-
ipating Dentist in the same geographic area.

Premiums

Monthly Premiums are as stated in the Appendix.
Blue Shield Life offers a variety of options and
methods by which you may pay your Premiums.
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Please call Customer Service at 1-800-431-2809 to
discuss these options or visit the Blue Shield Life in-
ternet site at http://www.blueshieldca.com.

Payments by mail are to be sent to:
Blue Shield Life
P.O. Box 4700
Whittier, CA 90607-4700

Additional Premiums may be charged in the event
that a state or any other taxing authority imposes
upon Blue Shield Life a tax or license fee, which is
calculated upon, base Premiums or Blue Shield
Life's gross receipts or any portion of either. Premi-
ums may increase from time to time as determined
by Blue Shield Life. You will receive sixty (60) days
written notice of any changes in the monthly Premi-
ums for this Plan.

Conditions of Coverage
Enrollment

1. Enrollment in this Plan is only available to Mem-
bers in a Blue Shield of California Medicare
Supplement Plan.

2. Enrollment of Members is not effective until
Blue Shield Life approves an application and ac-
cepts the applicable Premiums. Only Blue Shield
Life can approve applications.

3. An applicant, upon completion and approval by
Blue Shield Life of the application, is entitled to
the Benefits of this Policy upon the Effective
Date.

By completing an application, the Member
agrees to cooperate with Blue Shield Life by
providing, or providing access to, documents
and other information that the Plan may request
to corroborate the information for coverage. If
the Member fail or refuse to provide these docu-
ments or information to Blue Shield Life, cover-
age under this Plan may be cancelled.

Limitation on Enrollment

Members must be Residents of California. Upon
change of residence to another jurisdiction, this Pol-
icy will terminate.

Duration of the Policy



This Policy shall be renewed upon receipt of prepaid
Premiums. Renewal is subject to Blue Shield Life's
right to amend this Policy. Any change in Premiums
or benefits, including but not limited to Covered Ser-
vices, Deductible, Coinsurance, and Calendar Year
Maximum Payment, are effective after 60 days no-
tice to the Member's address of record with Blue
Shield Life.

Renewal of the Policy

Blue Shield Life shall renew this Policy, except un-
der the following conditions:

1. Non-payment of Premiums;

2. Fraud, misrepresentation, or omission;

3. Termination of plan type by Blue Shield Life;
4

. Member moves out of California or the Member
is no longer a Resident of California;

5. If abona fide association arranged for the Mem-
ber's coverage under this Policy, when that
Member's membership in the association ceases.

6. Termination of the Member’s Medicare Supple-
ment coverage.

Termination / Reinstatement of the Policy

This Policy may be terminated or cancelled as fol-
lows:

1. Termination by the Member:

A Member desiring to terminate this Policy shall
give Blue Shield Life 30 day written notice.

2. Termination by Blue Shield Life through cancel-
lation:

Blue Shield Life may cancel this Policy immedi-
ately upon written notice for the following rea-
sons:

a. Fraud or deception in obtaining, or attempt-
ing to obtain, benefits under this Policy;

b. Knowingly permitting fraud or deception by
another person in connection with this Pol-
icy, such as, without limitation, permitting
someone to seek benefits under this Policy,
or improperly seeking payment from Blue
Shield Life for benefits provided;
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c. Abusive or disruptive behavior which: (1)
threatens the life or well being of Blue Shield
Life personnel and providers of Services; or
(2) substantially impairs the ability of Blue
Shield Life to arrange for Services to the In-
sured; or (3) substantially impairs the ability
of providers of Service to furnish Services to
the Insured or to other patients; or

d. Failure or refusal to provide Blue Shield Life
access to documents and other information
necessary to determine eligibility or to ad-
minister benefits under the Plan.

Cancellation of the Policy under this section will
terminate the Policy effective as of the date that
written notice of termination is mailed to the
Member. It is not retroactive to the original Ef-
fective date of the Policy.

Termination by Blue Shield Life if Member
moves out of California:

Blue Shield Life may cancel this Policy upon
thirty (30) days written notice if the Member
moves out of California.

Within 30 days of the notice of cancellation un-
der sections 2 or 3 above, Blue Shield Life shall
refund the prepaid Premiums, if any, that Blue
Shield Life determines will not have been earned
as of the termination date. Blue Shield Life re-
serves the right to subtract from any such Premi-
ums refund any amounts paid by Blue Shield
Life for benefits paid or payable by Blue Shield
Life prior to the termination date.

Termination by Blue Shield Life due to with-
drawal of the Policy from the Market:

Blue Shield Life may terminate this Policy to-
gether with all like Policies to withdraw it from
the market. In such instances you will be given
90 days written notice and the opportunity to en-
roll in any other individual dental Policy without
regard to health status-related factors.

Cancellation of the Policy for Nonpayment of
Premiums:

Blue Shield Life may cancel this Policy for fail-
ure to pay the required Premiums, when due. If
the Policy is being cancelled because you failed



to pay the required Premiums when due, the Plan
will provide written notice of non-payment and
will terminate coverage no sooner than 30 days
after the date of the written notice. You will be
liable for all Premiums accrued while this Policy
continues in force including those accrued dur-
ing this 30 day grace period.

Within five (5) business days of canceling Pol-
icy, the Plan will mail you a Notice Confirming
Termination of Coverage, which will inform you
of the following:

a. That the Policy has been cancelled, and the
reasons for cancellation; and

b. The specific date and time when all coverage
under this Policy ended.

6. Reinstatement of the Policy after Termination
for Non-Payment:

If the Policy is cancelled for nonpayment of Pre-
miums the Plan will permit reinstatement of the
Policy or coverage twice during any twelve-
month period, without a change in Premiums and
without consideration of your medical condition,
if the amounts owed are paid within 30 days of
the date the Notice Confirming Termination of
Coverage is mailed to you.

If your request for reinstatement and payment of
all outstanding amounts is not received within
the required 30 days, or if the Policy is cancelled
more than twice during the preceding twelve-
month period, then the Plan is not required to re-
instate you, and you will need to reapply for cov-
erage. In this case, the Plan may impose different
Premiums and consider your medical condition.
If the Plan issues a conditional receipt for the
Premium tendered, the Policy will be reinstated
upon approval of such application by the Plan or,
lacking such approval, upon the forty-fifth day
following the date of such conditional receipt un-
less the Plan has previously notified the Insured
in writing of its disapproval of such application.

Calendar Year Deductible

There is a Calendar Year Deductible of $50 that ap-
plies to all Covered Services and supplies furnished
by Participating and Non-Participating Dentists !. It
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is the amount that you must pay out of pocket before
benefits will be provided for Covered Services. This
Deductible applies each Calendar Year. This De-
ductible applies separately to each covered Insured,
each Calendar Year.

! The Calendar Year Deductible does not apply to
those Dental Services considered by Blue Shield
Life to be diagnostic or preventive.

Maximum Blue Shield Life Calendar Year Pay-
ment

Your Plan pays up to a maximum of $1,500 per In-
sured, per Calendar Year for Covered Services and
supplies provided by Participating Dentists.

Your Plan pays a maximum of $1,000 per Insured,
per Calendar Year for Covered Services and supplies
provided by Non-Participating Dentists.

The maximum payment per Insured, per Calendar
Year for Covered Services and supplies provided by
any combination of Participating and Non-Partici-
pating Dentists is $1,000. No Benefits in excess of
this amount will be provided to or on behalf of any
Insured.

Accrual Balance

You can check your accrual balances toward your
Calendar Year Deductible and Maximum Calendar
Year Benefit at any time by calling Customer Ser-
vice at the number on the back of your ID card. Your
accrual balance information is updated once a claim
is received and processed and may not reflect recent
services. Your accrual balances will also be included
on the explanation of Benefits you receive once a
claim has been processed.

Covered Services and Supplies

Benefits of the Plan are provided for services cus-
tomarily performed by licensed Dentists for treat-
ment of teeth, jaws and their dependent tissues.

The following services are benefits when provided
by a Dentist and when necessary and customary as
determined by the standards of generally accepted
dental practice.

These benefits are subject to the general limitations
and exclusions of the plan. Payments are subject to
the dental benefit deductible and to the Blue Shield



payment percentages and the maximum calendar
year payments indicated in the section entitled
Summary of Benefits.

Diagnostic and Preventive Services

Diagnostic and preventive services provided by Par-
ticipating Dentists will be covered at 100%, subject to
the limitations in the General Limitations section and
are not subject to the Calendar Year deductible.

Clinical oral examinations - excluding emergency
examinations, not more than once in any period of
six (6) consecutive months.

Dental prophylaxis - not more than once in any pe-
riod of four (4) consecutive months. (Prophylaxes
performed in conjunction with fluoridation or any
other procedure and periodontal prophylaxes shall
be considered as being a prophylaxis for the purpose
of applying this limitation.)

X-rays - Bitewing films not more than once in any
period of twelve (12) consecutive months. Full
mouth series (includes 10 to 14 periapical X-rays
and supplementary bitewing films) not more than
once in any period of thirty-six (36) consecutive
months. In applying this thirty-six (36) month limi-
tation, a panoramic X-ray shall be considered a full
mouth series. X-rays required to diagnose a specific
condition that needs treatment are not subject to the
limitations stated above.

Diagnostic casts - not more than once in any period
of sixty (60) consecutive months. Working models
taken in conjunction with a prosthetic or other appli-
ance are not considered to be diagnostic casts.

Basic Services

Anesthesia - General, intravenous, or inhalation se-
dation is only a Covered Benefit when provided in
conjunction with a covered oral surgical procedure.
See General Limitations and Exclusions section for
more details.

Palliative - Emergency treatment for relief of pain.

Basic Restorative Services - Amalgam restorations;
synthetic restorations (i.e. silicate cement filing,
porcelain filing, plastic filling, and composite fill-
ing); stainless steel crowns when the tooth cannot be
restored with a filling material.
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Major Services

These Services are covered after twelve months of
continuous coverage under the plan, except as noted
under the Waiting Period Exceptions section below.

Refer to the section entitled Summary of Benefits for
Blue Shield Life’s payment percentage.

Endodontics - Pulp capping; including pulpotomy
or other palliative treatment and necessary X-rays
and cultures, but excluding final restoration; root ca-
nal therapy; apicoectomy (including apical curet-
tage).

Oral Surgery - Extractions; removal of impacted
teeth, radical excision of small (to 1.25 cm) non-ma-
lignant lesions; other surgical procedures; includes
local anesthesia and routine pre and postoperative
care.

Periodontics - Emergency treatment including but
not limited to periodontal abscess and acute perio-
dontitis; root planing (not prophylaxis); subgingival
curettage, debridement, gingival and osseous sur-
gery (including post-surgical visits).

Prosthetics - Bridges, dentures, partials and relining
or re-basing dentures, adding teeth to partial denture
to replace extracted teeth, full and partial denture re-
pairs, stayplate, and special tissue conditioning per
denture (limited to one course of treatment per six
(6) month period), and denture duplication (jump
case).

Replacement of complete or partial dentures, fixed
bridgework or crowns previously covered by the
Plan due to loss or theft within sixty (60) months af-
ter initial or supplemental placement. This also ap-
plies to the damage of any prostheses that is not
directly related to faulty lab work. “Prostheses” in-
clude retainers, habit appliances and any fixed or re-
movable interceptive orthodontic appliances as well
as fixed and removable bridgework.

Replacement of dentures (complete or partial),
crowns or fixed bridgework due to provider error.
The provider is financially responsible for compara-
ble replacement. If replacement is warranted be-
cause of an action by, or the non-compliance of, the
patient, that patient is financially liable for replace-
ment of the prosthesis (this includes decay or



periodontal disease directly related to patient non-
compliance). The Plan will pay for a replacement in
this instance after the sixty (60) months waiting pe-
riod from initial placement has elapsed.

Denture relines (either complete or partial conven-
tional dentures) within six (6) months after insertion
of the prosthesis. This service is covered once every
twelve months following initial insertion or reline.
In the case of immediate full or partial dentures, the
final reline must be performed no sooner than eight
weeks after tooth extractions and denture insertion.
Chair-side tissue conditioners can be used for tem-
porary relief of discomfort and/or to increase reten-
tion and be considered palliative treatment. Relines
for immediate full and partial dentures will not be
covered within two (2) weeks of tooth extraction and
prosthesis insertion. One reline for each prosthesis is
included in the immediate denture fee between two
(2) and six (6) months following insertion.

Cast Restorations - Cast or other laboratory pre-
pared restorations and crowns are covered only
when teeth cannot be restored with a filling material.
Cast restorations (onlays and other laboratory pre-
pared restorations); crowns (acrylic, composite
glass, porcelain and gold); post and cores; crown
buildups (on vital or non-vital teeth when function-
ally necessary). There is no coverage for replace-
ment of an existing crown, onlay, or other cast
restoration which is less than five (5) years old. Re-
pair or re-cementing of onlays and crowns, is cov-
ered for six (6) months after installation.

Waiting Period Exceptions

When there is documentation that any of the condi-
tions below existed at the time treatment was begun,
or emergent conditions existed during preparation of
a specific tooth, the applicable 12-month waiting pe-
riod will be waived, subject to review of documen-
tation by a Plan dental director.

Benefits will be provided for specific dental proce-
dures necessary to treat specified emergent, painful
or infective acute dental conditions in a manner con-
sistent with professionally recognized standard of
care. The Plan reserves the right to administratively
review, by a Plan dental director, the submitted doc-
umentation of the above conditions for coverage de-
termination.
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Conditions characterized by acute pain or infection
include the following:

e Acute pain requiring immediate root canal;

e Acute pain requiring tooth extraction or removal
and/or incision and drainage;

e Acute periodontal abscess requiring emergency
periodontal procedures.

Emergent restorative conditions include the follow-
ing:

e A tooth that is undergoing restoration that was
begun as a (Basic Restorative) filling, but due to
the extent of decay/fracture found during the
course of its restoration, is now required to have
a (Major Restorative) cast crown placed.

General Exclusions

Unless exceptions to the following general exclu-
sions are specifically made elsewhere under this
plan, this plan does not provide benefits with respect
to:

1. Charges for services in connection with any
treatment to the gums for tumors, cysts and neo-
plasms;

2. Charges for implants or the removal of implants
(surgically or otherwise) and any appliances
and/or crown attached to implants;

3. Services incident to any injury or disease arising
out of, or in the course of, any employment for
salary, wage or profit if such injury or disease is
covered by any workers compensation law, oc-
cupational disease law or similar legislation.
However, if a contracted Dental Plan Adminis-
trator or Blue Shield Life provides payment for
such services, it shall be entitled to establish a
lien upon such other benefits up to the amount
paid by a contracted Dental Plan Administrator
or Blue Shield Life for the treatment of such in-
jury or disease;

4. Charges for vestibuloplasty (i.e., surgical modi-
fication of the jaw, gums and adjacent tissues),
and for any procedure, service, or supply includ-
ing office visits, examination, and diagnosis pro-
vided directly or indirectly to treat a muscular,
neural, or skeletal disorder, diagnostic services



10.

11.
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and treatment of jaw joint problems by any
method. These jaw joint problems include such
conditions as temporomandibular joint syn-
drome (TMJ) and craniomandibular disorders or
other conditions of the joint linking the jaw bone
and the complex of muscles, nerves and other tis-
sues related to that joint;

Charges for services performed by a close rela-
tive or by a person who ordinarily resides in the
Member's home;

Congenital mouth malformations or skeletal im-
balances, including treatment required as the re-
sult of Orthognathic surgery, orthodontic
treatment, and oral maxillofacial services, asso-
ciated hospital and facility fees, anesthesia, and
radiographic imaging. Congenital anomalies and
developmental malformation include but are not
limited to: cleft palate; cleft lip; upper or lower
jaw malformations (e.g., prognathism); enamel
hypoplasia (defective development); fluorosis (a
type of enamel discoloration); treatment involv-
ing or required by supernumerary teeth; and an-
odontia (congenitally missing teeth);

All prescription and non-prescription drugs;

Services, procedures, or supplies which are not
reasonably necessary for the care of the Insured's
dental condition according to broadly accepted
standards of professional care or which are Ex-
perimental or Investigational in nature or which
do not have uniform professional endorsement;

Services and/or appliances that alter the vertical
dimension, including, but not limited to, full
mouth rehabilitation, splinting, fillings to restore
tooth structure lost from attrition, erosion or
abrasion, appliances or any other method;

Procedures which are principally cosmetic in na-
ture, including, but not limited to, bleaching, ve-
neer facings, crowns, personalization or
characterization of crowns, bridges and/or den-
tures;

The replacement of an appliance (i.e., a denture,
partial denture, space maintainer, crown, inlay or
onlay, etc.) which has been either lost or stolen
within five (5) years of its installation;
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12.

13.

14.

15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Myofunctional therapy; biofeedback proce-
dures; athletic mouth-guards; precision or semi-
precision attachments; denture duplication;
treatment of jaw fractures;

Orthognathic surgery, including but not limited
to, osteotomy, ostectomy, and other services or
supplies to augment or reduce the upper or lower
jaw;

Charges for services in connection with ortho-
dontia;

Alloplastic bone grafting materials;

Bone grafting done for socket preservation after
tooth extraction or in preparation for implants;

Charges for temporary services are considered
an integral part of the final dental service and
will not be separately payable;

Any procedure not performed in a dental office
setting;

Extra-oral grafts (i.e., the grafting of tissues from
outside the mouth to oral tissues);

Dental services performed in a hospital or any re-
lated hospital fee;

Any service, procedure, or supply for which the
prognosis for long term success is not reasonably
favorable as determined by a contracted Dental
Plan Administrator and its dental consultants;

Services for which the Insured is not legally ob-
ligated to pay, or for Services for which no
charge is made;

Treatment as a result of accidental injury includ-
ing setting of fractures or dislocation;

Treatment for which payment is made by any
governmental agency, including any foreign
government;

Charges for prosthetic appliances, fixed or re-
movable, which are related to periodontal treat-
ment;

Charges for onlays or crowns installed as multi-
ple abutments;

Charges for dental appointments which are not
kept;



28. Charges for any inlay restoration;

29. Charges for services incident to any intentionally
self-inflicted injury;

30. General anesthesia including intravenous and in-
halation sedation, except when of dental neces-
sity.

General anesthesia is considered Dentally Nec-
essary when its use is:

a. In accordance with generally accepted pro-
fessional standards; and

b. Not furnished primarily for the convenience
of the patient, the attending Dentist, or other
provider;

c. Due to the existence of a specific medial con-
dition.

Patient apprehension or patient anxiety will not
constitute Dental Necessity.

A contracted Dental Plan Administrator reserves
the right to review the use of general anesthesia
to determine Dental Necessity;

31. Removal of 3™ molar (wisdom) teeth other than
for Dental Necessity. Dental Necessity is defined
as a pathological condition which includes hori-
zontal, medial or distal impactions, or cystic se-
quelae. Removal of wisdom teeth due to
pericornitis alone is not dental necessity.

32. Periodontal splinting of teeth by any method in-
cluding, but not limited to, crowns, fillings, ap-
pliances or any other method that splints or
connects teeth together;

33. For services provided by an individual or entity
that is not licensed or certified by the state to pro-
vide health care services, or is not operating
within the scope of such license or certification,
except as specifically stated herein; and

34. Any service, procedure, or supply which is re-
ceived or started prior to the patient's effective
date of coverage. For the purpose of this limita-
tion, the date on which a procedure shall be con-
sidered to have started is defined as follows:

a. For full dentures or partial dentures: on the
date the final impression is taken,

MS-DOIDEN-000 (1-25) Page 10

b. For fixed bridges, crowns, inlays, onlays: on
the date the teeth are first prepared,

c. Forroot canal therapy: on the later of the date
the pulp chamber opened or the date canals
are explored to the apex,

d. For periodontal surgery: on the date the sur-
gery is actually performed,

e. For all other services: on the date the service
is performed.

Dental Necessity Exclusion

All services must be of Dental Necessity. The fact
that a Dentist or other provider may prescribe, order,
recommend, or approve a service or supply does not,
in itself, determine Dental Necessity.

Alternate Benefits Provision

If dental standards indicate that a condition can be
treated by a less costly alternative to the service pro-
posed by the attending Dentist, the Plan will pay
benefits based upon the less costly service.

General Limitations

The following services, if listed on the Schedule of
Benefits, will be subject to Limitations as set forth
below:

1. One (1) in a four (4) month period
a. Routine prophylaxis.
2. One (1) in a six (6) month period:
Periodic oral exam;

b. Recementations if the crown was provided
by other than the original dentist; not eligible
if the dentist is doing the recementation of a
service he/she provided within twelve (12)
months.

3. One (1) in twelve (12) month period:
Denture (complete and partial) relines;
b. Oral cancer screening;

c. Bitewing x-rays, maximum set of four
films(4) per occurrence.

4. One in twenty-four (24) months:
a. Gingival flap surgery per quad;



b. Scaling and root planing per area (limited to
two (2) quadrants per visit);

c. Occlusal guards.

5. One (1) in a thirty-six (36) month period:

a. Mucogingival surgery per area;
b. Osseous surgery per quad;
c. Full mouth debridement;
d. Gingivectomy per quad,
Gingivectomy per tooth;
f. Bone replacement grafts for periodontal pur-

poses;

g. Guided tissue regeneration for periodontal
purposes.

6. One (1) in a five (5) year period:

Full mouth series and panoramic x-rays;

o ®

Single crowns and onlays;

Single post and core buildups;

/o

Crown buildup including pins;
Prefabricated post and core;
Cast post and core in addition to crown;

Complete dentures;

= oo

Partial dentures;

—

Fixed partial denture (bridge) pontics;

j. Fixed partial denture (bridge) abutments;
k. Abutment post and core buildups;

. Diagnostic casts.

7. Oral surgery services are limited to removal of
teeth, bony protuberances and frenectomy;

8. The Alternate Benefit Provision (ABP) may be
applied if a dental condition can be treated by
means of a professionally acceptable procedure,
which is less costly than the treatment recom-
mended by the dentist. For example, an alternate
benefit of a partial denture will be applied when
there are bilaterally missing teeth or more than 3
teeth missing in one quadrant or in the anterior
region. The ABP does not commit the Insured to
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the less costly treatment. However, if the Insured
and the dentist choose the more expensive treat-
ment, the Insured is responsible for the addi-
tional charges beyond those allowed for the
ABP;

9. General, IV or Inhalation Sedation is covered
for:

3 or more surgical extractions;

b. Any number of Dentally Necessary impac-
tions;

Full mouth or arch alveoloplasty;
d. Surgical root recovery from sinus;

e. Medical problem contraindicates local anes-
thesia.

General or IV Sedation is not a covered benefit
for dental phobic reasons;

10. Restorations, crowns, and onlays — covered only
if necessary to treat diseased or accidentally frac-
tured teeth;

11. Root canal treatment — one per tooth per lifetime;

12. Root canal retreatment — one per tooth per life-
time.

Emergency Services

Emergency Services include Covered Services to al-
leviate severe pain or other symptoms or for the di-
agnosis and treatment of an unforeseen illness or
injury that a reasonable person under the circum-
stances would believe if not treated immediately
could lead to serious jeopardy of health or impair-
ment. The determination of whether the situation re-
quired Emergency Services will be made
retrospectively by a contracted Dental Plan Admin-
istrator based upon an objective review that is con-
sistent with professionally recognized standards of
care.

Based on the Dental Plan Administrator’s review,
any applicable waiting period will be waived for
emergency dental conditions.

If a Member receives emergency care outside of Cal-
ifornia, you will be reimbursed at the payment per-
centage listed under the Non-Participating Dentist
portion of the Summary of Benefits. The Member



will be responsible for the remainder of the Dentist's
billed charges. Whenever possible, the Member
should ask the Dentist to bill the Plan directly.

Payment or reimbursement of Emergency Services
provided to a Member will be made after a con-
tracted Dental Plan Administrator receives docu-
mentation of the charges incurred and upon approval
by a contracted Dental Plan Administrator of those
charges set forth. Except for Emergency care, as
noted above, a Member will be responsible for full
payment of dental services rendered outside of Cali-
fornia. A contracted Dental Plan Administrator will
notify the Member of its determination within 30
days from receipt of the claim.

Claims Review

The Plan reserves the right to review all claims to
determine if any exclusions or limitations apply, and
may use the services of Dentist consultants, peer re-
view committees of professional societies, and other
consultants.

Reductions - Third Party Liability

If an Insured is injured or becomes ill due to the act
or omission of another person (a "third party"), the
Plan shall, with respect to services required as a re-
sult of that injury, provide the benefits of this Policy
and have an equitable right to restitution, reimburse-
ment, or other available remedy to recover the
amounts Blue Shield Life paid for Services provided
to the Insured on a fee-for-service basis from any re-
covery (defined below) obtained by or on behalf of
the Insured, from or on behalf of the third party re-
sponsible for the injury or illness or from unin-
sured/underinsured motorist coverage.

Blue Shield Life’s right to restitution, reimburse-
ment, or other available remedy is against any recov-
ery the Insured receives as a result of the injury or
illness, including any amount awarded to or received
by way of court judgment, arbitration award, settle-
ment, or any other arrangement, from any third party
or third party insurer, or from uninsured or underin-
sured motorist coverage, related to the illness or in-
jury (the “Recovery”), without regard to whether the
Insured has been “made whole” by the Recovery.
Blue Shield Life’s right to restitution, reimburse-
ment, or other available remedy is with respect to
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that portion of the total Recovery that is due Blue
Shield for the Benefits paid in connection with such
injury or illness, calculated in accordance with Cali-
fornia Civil Code section 3040.

The Insured is required to:

1. Notify the Plan in writing of any actual or poten-
tial claim or legal action which such Insured ex-
pects to bring or has brought against the third
party arising from the alleged acts or omissions
causing the injury or illness, not later than 30
days after submitting or filing a claim or legal
action against the third party; and,

2. Agree to fully cooperate with the Plan to enable
Blue Shield Life to enforce its right to restitution,
reimbursement, or other available remedies; and,

3. Agree in writing to reimburse Blue Shield Life
for Benefits paid by Blue Shield Life for any Re-
covery when the Recovery is obtained from or on
behalf of the third party or the insurer of the third
party, or form uninsured or underinsured motor-
ist coverage; and,

4. Provide the Plan with a lien in the amount of
Benefits actually paid. The lien may be filed with
the third party, the third party's agent or attorney,
or the court, unless otherwise prohibited by law;
and,

5. Periodically respond to information requests re-
garding the claim against the third party, and no-
tify Blue Shield Life within ten (10) days after
any Recovery has been obtained.

An Insured's failure to comply with 1. through 5.
above, shall not in any way act as a waiver, release,
or relinquishment of the rights of the Plan.

General Provisions
Assignability

The coverage and Benefits of this Plan are assigna-
ble to Participating and Non-Participating Dentists.

Possession of a Blue Shield Life Identification Card
confers no right to Services or other benefits of this
Policy. To be entitled to Covered Services, the In-
sured must be a Member who has maintained enroll-
ment under the terms of this Policy.

Plan Interpretation



Blue Shield Life shall have the power and discre-
tionary authority to construe and interpret the provi-
sions of this Policy, to determine the benefits of this
Policy and determine eligibility to receive benefits
under this Policy. Blue Shield Life shall exercise this
authority for the benefit of all Insureds entitled to re-
ceive benefits under this Policy.

Confidentiality of Personal and Health
Information

Blue Shield Life protects the confidentiality/privacy
of your personal and health information. Personal
and health information includes both medical infor-
mation and individually identifiable information,
such as your name, address, telephone number, or
Social Security Number. Blue Shield Life will not
disclose this information without your authorization,
except as permitted by law.

A STATEMENT DESCRIBING BLUE SHIELD
LIFE’S POLICIES AND PROCEDURES FOR
PRESERVING THE CONFIDENTIALITY OF
MEDICAL RECORDS IS AVAILABLE AND
WILL BE FURNISHED TO YOU UPON
REQUEST.

Blue Shield Life's policies and procedures regarding
our confidentiality/privacy practices are contained in
the "Notice of Privacy Practices", which you may
obtain either by calling the Customer Service De-
partment at the number listed in the back of this
booklet or accessing Blue Shield Life's Internet site
located at http://www.blueshieldca.com and printing

a copy.

If you are concerned that Blue Shield Life may have
violated your confidentiality/privacy rights, or you
disagree with a decision we made about access to
your personal and health information, you may con-
tact us at:

Correspondence Address:
Blue Shield Life Privacy Office
P. O. Box 272540
Chico, CA 95927-2540
Toll-Free Telephone Number:
1-888-266-8080
E-mail Address:
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Privacy@blueshieldca.com

Right to Receive Confidential Communications

Blue Shield of California communications may
contain your protected health information (PHI).
You can ask to have Blue Shield communications
with your PHI sent directly to you at to a confiden-
tial mailing address, email address, or telephone
number. A confidential communications request
(CCR) should be submitted in writing to Blue
Shield of California at the mailing address, email
address, or fax number at the bottom of this section.
A CCR request form, available by going to
blueshieldca.com/privacy and clicking on “privacy
forms,” may be used when submitting a CCR in
writing, but it is not required.

Notice about confidential communications re-
quests:

Blue Shield of California shall notify subscribers
that they may request a confidential communication
pursuant to the following and how to make the re-
quest.

Blue Shield of California shall permit subscribers
to request, and shall accommodate requests for,
confidential communication in the form and format
requested by the individual, if it is readily produci-
ble in the requested form and format, or at alterna-
tive locations.

Blue Shield of California may require the sub-
scriber to make a request for a confidential commu-
nication in writing or by electronic transmission.

The confidential communications request shall be
valid until the subscriber submits a revocation of

the request or a new confidential communication

request is submitted.

The confidential communications request shall ap-
ply to all communications that disclose medical in-
formation or provider name and address related to
receipt of medical services by the individual re-
questing the confidential communication.

A confidential communications request may be
submitted in writing to Blue Shield of California at
the mailing address, email address, or fax number



at the bottom of this page. Once in place, a valid
CCR prevents Blue Shield from:

1. Requiring the protected individual to obtain the
primary subscriber’s authorization to receive sensi-
tive services or submit a claim for sensitive ser-
vices if the protected individual has the right to
consent to care; and

2. Disclosing medical information relating to sensi-
tive health services provided to a protected individ-
ual, absent an express written authorization of the
protected individual receiving care.

You may return your completed and signed CCR
form via one of these options:

Mail: Blue Shield of California Privacy Office,
PO Box 272540, Chico CA, 95927-2540

Email: privacy@blueshieldca.com
Fax: 1-800-201-9020

Access to Information

Blue Shield Life may need information from medi-
cal providers, from other carriers or other entities, or
from you, in order to administer benefits and eligi-
bility provisions of this Policy. You agree that any
provider or entity can disclose to Blue Shield Life
that information that is reasonably needed by Blue
Shield Life. You agree to assist Blue Shield Life in
obtaining this information, if needed, (including
signing any necessary authorizations) and to cooper-
ate by providing Blue Shield Life with information
in your possession. Failure to assist Blue Shield Life
in obtaining necessary information or refusal to pro-
vide information reasonably needed may result in
the delay or denial of benefits until the necessary in-
formation is received. Any information received for
this purpose by Blue Shield Life will be maintained
as confidential and will not be disclosed without
your consent, except as otherwise permitted by law.

Independent Contractors

Providers are neither agents nor employees of the
Plan but are independent contractors. In no instance
shall the Plan be liable for the negligence, wrongful
acts, or omissions of any person receiving or provid-
ing services, including any Dentist or their employ-
ees.
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Entire Policy: Changes

This Policy, including the appendices, constitutes
the entire agreement between parties. Any statement
made by an Insured shall, in the absence of fraud, be
deemed a representation and not a warranty. No
change in this Policy shall be valid unless approved
by a corporate officer of Blue Shield Life and a writ-
ten endorsement issued. No agent has authority to
change this Policy or to waive any of its provisions.

Benefits, such as Covered Services, Calendar Year
Benefits, Deductible, Coinsurance, or Maximum per
Insured Calendar Year Coinsurance Responsibility
amounts are subject to change at any time. Blue
Shield Life will provide at least 60 days written no-
tice of any such change.

Benefits provided after the Effective Date of any
change will be subject to the change. There is no
vested right to obtain Benefits.

Time Limit on Certain Defenses

After an Insured has been covered under this Policy
for two (2) consecutive years, Blue Shield Life will
not use any omission, misrepresentation, or inaccu-
racy made by the applicant in an individual applica-
tion to limit, cancel or rescind the Policy, deny a
claim, or reduce Premiums.

Grace Period

After payment of the first Premium, the Member is
entitled to a grace period of 30 days for the payment
of any Premium due. During this grace period, the
Policy will remain in force. However, the Member
will be liable for payment of Premiums accruing
during the period the Policy continues in force.

Notice and Proof of Claim
Notice and Claim Forms

In the event a Dentist does not bill Blue Shield Life
directly, you should use a Blue Shield Life Insured's
Statement of Claim form in order to receive reim-
bursement. To receive a claim form, written notice
of a claim must be given to Blue Shield Life within
20 days of the date of Service. If this is not possible,
Blue Shield Life must be notified as soon as it is rea-
sonably possible to do so.

When Blue Shield Life receives Notice of Claim,
Blue Shield Life will send you an Insured’s



Statement of Claim form for filing proof of a claim.
If Blue Shield Life fails to furnish the necessary
claim forms within 15 days, you may file a claim
without using a claim form by sending Blue Shield
Life written proof of claim as described below.

If you receive Covered Services from a Non-Partic-
ipating Dentist, either you or your Dentist may file a
claim using the dental claim form which may be ob-
tained by called Dental Insured Services at:

1-888-679-8928

Only claims for Benefits for Enhanced Dental Ser-
vices for Pregnant Women should be sent to:

Blue Shield Life
Dental Plan Administrator
Coverage for Women during Pregnancy
P.O. Box 30567
Salt Lake City, UT 84130-0567

Claims for all other Covered Services rendered by
Non-Participating Dentists, should be sent to:

Blue Shield Life
P. O. Box 30567
Salt Lake City, UT 84130-0567
Proof of Claim

Blue Shield Life must receive written proof of claim
within 90 days after the date of service for which
claim is being made from a Participating Dentist and
no later than 180 days for claims from a Non-Partic-
ipating Dentist.

A claim will not be reduced or denied for failure to
provide proof within this time if it is shown that it
was not reasonably possible to furnish proof, and
that proof was provided as soon as it was reasonably
possible. However, no claim will be paid if proof is
received more than one (1) year after the date of loss,
unless the Insured was legally unable to notify Blue
Shield Life.

Payment of Benefits
Time and Payment of Claims
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Claims will be paid promptly upon receipt of proper
written proof and determination that benefits are
payable.

Payment of Claims

Participating Dentists are paid directly by Blue
Shield Life.

If the Insured receives Covered Services from a
Non-Preferred Dentist, payment will be made di-
rectly to the Member, and the Insured is responsible
for payment to the Non-Participating Dentist.

Legal Actions

No action at law or in equity shall be brought to re-
cover on this Policy prior to the expiration of 60 days
after written proof of claim has been furnished in ac-
cordance with the requirements of this Policy. No
such action shall be brought after the expiration of
three (3) years after the time written proof of claim
is required to be furnished.

Organ and Tissue Donation

Many residents in the state of California are eligible
to become organ and tissue donors. By deciding to
be an organ and tissue donor, you can affect the well-
being of one or more of the estimated 100,000 peo-
ple in the United States of America who must face
death daily while waiting for an organ transplant.
One person on this list dies about every three hours
— all the while waiting for an organ or tissue dona-
tion.

For more information on organ and tissue donation,
or to register as a donor, visit the California Trans-
plant Doctor Network’s internet site at
http://www.ctdn.org or Donate Life California’s in-
ternet site at http://www.donatelifecalifornia.org.
You may also call the regional organ procurement
agency in the city nearest you for additional infor-
mation on organ and tissue donation.

Endorsements and Appendices

Attached to and incorporated in this Policy by refer-
ence are appendices pertaining to deductibles and
Premiums. Endorsements may be issued from time
to time subject to the notice provisions of the section
entitled Duration of the Policy. Nothing contained in
any endorsement shall affect this Policy, except as
expressly provided in the endorsement.



Notices

Any notice required by this Policy may be delivered
by United States mail, postage prepaid. Notices to
the Member may be mailed to the address appearing
on the records of Blue Shield Life and notice to Blue
Shield Life may be mailed to:

Blue Shield Life
601 12 Street
Oakland, CA 94607
Commencement or Termination of Coverage

Whenever this Policy provides for a date of com-
mencement or termination of any part or all of the
coverage herein, such commencement or termina-
tion shall be effective at 12:01 a.m. Pacific Time of
the commencement date and as of 11:59 p.m. Pacific
Time of the termination date.

Identification Cards

Identification cards will be issued by Blue Shield
Life to all Insureds.

Legal Process

Legal process or service upon Blue Shield Life must
be served upon a corporate officer of Blue Shield
Life.

Notice

The Member hereby expressly acknowledges its un-
derstanding that this Policy constitutes a contract
solely between the Member and Blue Shield Life
(hereafter referred to as "the Plan"), which is an in-
dependent corporation operating under a license
from the Blue Cross and Blue Shield Association
("Association"), an Association of independent Blue
Cross and Blue Shield plans, permitting the Plan to
use the Blue Shield Service Mark in the State of Cal-
ifornia and that the Plan is not contracting as the
agent of the Association.

The Member further acknowledges and agrees that
it has not entered into this Policy based upon repre-
sentations by any person other than the Plan and that
neither the Association nor any person, entity or or-
ganization affiliated with the Association, shall be
held accountable or liable to the Member for any of
the Plan's obligations to the Member created under
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this Policy. This paragraph shall not create any addi-
tional obligations whatsoever on the part of the Plan,
other than those obligations created under other pro-
visions of this Policy.

Dental Customer Services

Questions about Covered Services, Dentists, how to
use this Plan, or concerns regarding the quality of
care or access to care that you have experienced
should be directed to your Dental Customer Service
at the telephone number or address which appear be-
low:

1-888-679-8928
Blue Shield Life
Dental Plan Administrator
P.O. Box 27250
Chico, CA 95927-2540

Dental Customer Service can answer many ques-
tions over the telephone.

If the grievance involves a Non-Participating Den-
tist, the Member should contact the appropriate Blue
Shield Life Customer Service Department shown on
the last page of this Policy.

Note: A Dental Plan Administrator has established a
procedure for our Members to request an expedited
decision. A Member, Physician, or representative of
a Member may request an expedited decision when
the routine decision making process might seriously
jeopardize the life or health of a Member, or when
the Member is experiencing severe pain. A Dental
Plan Administrator shall make a decision and notify
the Member and Dentist within 72 hours following
the receipt of the request. If you would like addi-
tional information regarding the expedited decision
process, or if you believe your particular situation
qualifies for an expedited decision, please contact
the Dental Customer Service Department at the
number listed above.

Grievance Process

Members, a designated representative, or a provider
on behalf of the Member, may contact the Dental
Customer Service Department by telephone, letter or
online to request a review of an initial determination
concerning a claim or service. Members may contact



the Dental Customer Service Department at the tele-
phone number as noted below. If the telephone in-
quiry to the Dental Customer Service Department
does not resolve the question or issue to the Mem-
ber’s satisfaction, the Member may request a griev-
ance at that time, which the Dental Customer Service
Representative will initiate on the Member’s behalf.

The Member, a designated representative, or a pro-
vider on behalf of the Member, may also initiate a
grievance by submitting a letter or a completed
“Grievance Form”. The Member may request this
Form from the Dental Customer Service Depart-
ment. If the Member wishes, the Dental Customer
Service staff will assist in completing the grievance
form. Completed grievance forms must be mailed to
a Dental Plan Administrator at the address provided
below. The Member may also submit the grievance
to the Dental Customer Service Department online
by visiting http://www.blueshieldca.com.

1-888-679-8928
Blue Shield Life

Attn: Dental Appeals/Grievances
P.O. Box 30567

Salt Lake City, UT 84130-0567

A Dental Plan Administrator will acknowledge re-
ceipt of a written grievance within five (5) calendar
days. Grievances are resolved within 30 days.

The grievance system allows Members to file griev-
ances for at least 180 days following any incident or
action that is the subject of the Member’s dissatis-
faction. See the previous Customer Service section
for information on the expedited decision process.

California Department of Insurance Review

The California Department of Insurance is responsi-
ble for regulating health insurance. The Depart-
ment's Consumer Communications Bureau has a
toll-free number (1-800-927-HELP (4357) or TDD
(711) to receive complaints regarding health insur-
ance from either the Insured or his or her provider.

If you have a complaint against Blue Shield of Cali-
fornia Life & Health Insurance Company, you
should contact Blue Shield Life first and use their
grievance process. If you need the Department's help
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with a complaint or grievance that has not been sat-
isfactorily resolved by Blue Shield Life, you may
call the Department's toll-free telephone number
from 8:00 a.m. to 6:00 p.m., Monday through Friday
(excluding holidays). You may also submit a com-
plaint in writing to: California Department of Insur-
ance, Consumer Communications Bureau, 300 S.
Spring Street, South Tower, Los Angeles, California
90013 or through the website www.insur-
ance.ca.gov.

Definitions

Whenever the following definitions are capitalized
in this booklet, they will have the meaning stated be-
low.

Allowable Amount — the Allowance is:

1. The amount a Dental Plan Administrator has de-
termined is an appropriate payment for the Ser-
vice(s) rendered in the provider's geographic area,
based upon such factors as evaluation of the value of
the Service(s) relative to the value of other Services,
market considerations, and provider charge patterns;
or

2. Such other amount as the Participating Dentist
and a Dental Plan Administrator have agreed will be
accepted as payment for the Service(s) rendered; or

3. If an amount is not determined as described in
either (1.) or (2.) above, the amount a Dental Plan
Administrator determines is appropriate considering
the particular circumstances and the Services ren-
dered.

Blue Shield Life — Blue Shield of California Life
& Health Insurance Company, a California corpora-
tion licensed as a life and disability insurer.

Calendar Year — a period beginning on January 1
of any year and terminating on January 1 of the fol-
lowing year.

Copayment — the amount that an Insured is re-
quired to pay for certain Covered Services after
meeting any applicable deductible.

Coinsurance — the percentage of the Allowable
Amount that an Insured is required to pay for spe-
cific Covered Services after meeting any applicable
Deductible.



Covered Services (Benefits) — only those services
which an Insured is entitled to receive pursuant to
the terms of this Policy.

Deductible — the Calendar Year amount you must
pay for specific Covered Services that are a benefit
of this Policy before you become entitled to receive
certain Benefit payments from the Plan for those
Covered Services.

Dental Care Services — necessary treatment on or
to the teeth or gums, including any appliance or de-
vice applied to the teeth or gums, and necessary den-
tal supplies furnished incidental to Dental Care
Services.

Dental Plan Administrator (DPA) — Blue Shield
Life has contracted with a Dental Plan Administra-
tors (DPA), which is an entity that contracts with
Blue Shield Life to administer delivery of dental ser-
vices through a network of Participating Dentists. A
DPA also contracts with Blue Shield Life to serve as
a claims administrator for the processing of claims
for services received from Non-Participating Den-
tists

Dentist — a duly licensed Doctor of Dental Surgery
(DDS), Doctor of Dental Medicine (DDM) or other
practitioner who is legally entitled to practice dentis-
try in the state of California.

Dental Necessity — services which are of Dental
Necessity include only those which have been estab-
lished as safe and effective and are furnished in ac-
cordance with generally accepted professional
standards in California, to treat dental disease or in-
jury, and which are:

1. Consistent with the symptoms or diagnosis;
and

2. Not furnished primarily for the convenience
of the patient, the attending Dentist or other
provider; and

3. Furnished at the most appropriate level
which can be provided safely and effectively
to the patient.

Effective Date — the date the Insured becomes eli-
gible for Benefits based on our conditions of enroll-
ment.
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Elective Dental Procedure — any dental proce-
dures which are unnecessary to the dental health of
the patient, as determined by a Dental Plan Admin-
istrator.

Emergency Services — services provided for an
unexpected dental condition manifesting itself by
acute symptoms of sufficient severity (including se-
vere pain) that the absence of immediate medical at-
tention could reasonably be expected to result in any
of the following:

1. placing the patient’s health in serious jeopardy;
2. serious impairment to bodily functions;
3. serious dysfunction of any bodily organ or part.

Experimental or Investigational in Nature — any
treatment, therapy, procedure, drug or drug usage,
facility or facility usage, equipment or equipment
usage, device or device usage, or supplies which are
not recognized in accordance with generally ac-
cepted professional medical standards as being safe
and effective for use in the treatment of the illness,
injury, or condition at issue. Services which require
approval by the Federal government or any agency
thereof, or by any State government agency, prior to
use and where such approval has not been granted at
the time the services or supplies were rendered, shall
be considered Experimental or Investigational in
Nature.

Services or supplies which themselves are not ap-
proved or recognized in accordance with accepted
professional medical standards, but nevertheless are
authorized by law or by a government agency for use
in testing, trials, or other studies on human patients,
shall be considered Experimental or Investigational
in Nature.

Insured — a Member.

Member — an individual who satisfies the eligibil-
ity requirements of this Policy, and who is enrolled
and accepted by the Plan as a Member, and has
maintained Plan membership in accord with this Pol-

icy.
Non-Participating Dentist — a Doctor of Dental
Surgery or a Doctor of Dental Medicine who has not

signed a contract with a Dental Plan Administrator
to provide dental services to Insureds.



Participating Dentist — a Doctor of Dental Sur-
gery or a Doctor of Dental Medicine who has signed
a service contract with a Dental Plan Administrator
to provide dental services to Insureds.

Plan — the Medicare Supplement Dental Duo for
Medicare Supplement Member or Blue Shield of
California Life & Health Insurance Company.

Prosthodontics — Dental Care Services specifi-
cally related to necessary procedures for providing
artificial replacement for missing natural teeth.

Resident of California — an individual who spends
in the aggregate more than 180 days each year within
the State of California and has not established a per-
manent residence in another state or country.

Treatment in Progress — partially completed den-
tal procedures including prepped teeth, root canals
in process of treatment, and full and partial denture
cases after final impressions have been taken.
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Notice of the Availability of Language Assistance Services
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to vou in vour language.
For help, call us at the number listed on your ID card or 1-866-346-7198. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le envien algunos en espafiol. Para
obtener ayuda, llamenocs al nimero que figura en su tarjeta de 1dentificacidn o al 1-866-346-7196. Spanish

SEA S - TRIEE ORBARE - FTLUR P OT s T - AR PR - RIS e R Al -
AEVSTEED - AR TR R R AT T E RS - BT 1-866-346- 719688 B {fI4E - Chinese
Csdc Dich Vu Trg Gitip Ngén Ngid Mi&n Phi. Quy vi cd thé duge nhan dich vu théng dich. Quy vi of thé duoge nguii khdc doc
giip cde tal lién va nhan mot sd tai léu bing téng Viét. BE dude gitip d3, hdy goi cho chiing 161 tai 56 dién thoal ghi trén thé hoi
vién clia quy vi hodic 1-866-346-7198, Vietnamese
T8 9 AHlA Aot et=0 9 MU[AE Ry 5= U2 P =0HE HFE EFoliF= AHAE 22d
ReUtt =30 €gotd 2= Aot2 D FtE0 Ligt2ls 2L A3k 1-866-346-7198 H 22 F 2|0l = Al 2. Korean
Walang Gastos nia mga Serbisyo sa Wika. Makakeakoha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga
dolumento. Para makalaha ng tulong, tawagan kami sa numerong nalcalista sa iyong ID card o sa 1-866-346-7198. Tagalog
Ul &wp LEqualjuls Tumuym pgoiiibp: “inp puapnn Bp prapguodd dknp phipk] U thoouonmuoaen phnn nhphngh) ooy dig
hudup huybnBh (gdnyd: Ogqlinuppuai hoolwn Uhq quutiquehwinbp dbp huplngeub (ID) tindup oo ogwd Guad 1-868-346-
7198 hunlupny: Armenian
BecIulaTHHe oYM IepeBofa. Bbl MONETE BOCMOMNLI0BATECA YCIYTaMK NepeBafHiKa, W BaLLW OOKYMEHTHI NpOYTYT
ONA BAC HA PYCCKOM RA3kIke. ECNKW BaM TpebyeTcA NOMOLLE, SBOHMTE Ham Mo HOMEepY, YKa3aHHOMY Ha Ballei
MOSHTMEWMEAUMOHHOK KapTe, MKk 1-2866-346-7198. Eussian
EHOSEY A BFETRFECIEHRL. EErEFHLIT. T-LAECHFEDAE. Dh - EEDE ST 1-866-346-
7198 FTHENEOHUZEL . Japanese

Casbyja gl el A il pnls Ol 40 cS)lae 28 S0 5 0 ealitul ala o e So il Gl alsie gL 4y bagse Sls Olads

Persian b oolat 1-866-346-7198 e Lab 1yl 1y 5 Coul eai 208 Laid Slaolice 0 1€ g, ) 4% 25l o lan (330l La b ccSiad

HES g Hee. SH Bie B Here OTHS g Hee O w3 BASe § Uerd f99 g Fe O 9% TASRH U0 UrrE

&9 39 7 Ho On| HER 841, 3U73 HiE (D) ordg '3 93 &ed 3 1-866-346.7198 '3 7 20 od| Punjabi

whrgmenaaioiy 1 grmusgnusgnuriigman Bimennanigsgech mentegr 1 apmidew gvgniosmdadmomsitnms
TG ANET IS SITRIHA TS 1-866-346-7198 4 Khmer

Arabic .1-866-346-7198 A il (o o iy gune dilay o Gl

Cov Kev Pab Txhais Lus Tsis Them Nqi. Eoj vuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeemn cov ntawy
ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov too] nyob hauv koj daim yuaj ID los sis 1-866-346-7198. Hmong
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IN WITNESS WHEREOF, Blue Shield of California Life & Health Insurance Company, through its duly
authorized Officers, execute this Policy, to take effect on the Member's Effective Date.
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Dental Customer Service Telephone Numbers:

Blue Shield Life
Dental Plan Administrator
1-888-679-8928

Blue Shield Life
1-800-431-2809

Dental Customer Service Correspondence Addresses:

Blue Shield Life
Dental Plan Administrator
Dental Customer Service
P.O. Box 27250
Chico, CA 95927-2540

Claims for all other Covered Services should be sent to:
Blue Shield Life
P. O. Box 30567
Salt Lake City, UT 84130-0567
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