PREMERA |

Highlights of your Dental Coverage

Effective Date: 01/01/2024

Any deductibles, copays, and coinsurance percentages shown are amounts for which you're responsible.

DENTAL PLAN

PREFERRED CHOICE - ESSENTIALS DENTAL 0%/30%/50%/1000

IN-NETWORK OUT-OF-NETWORK

Dental Cost Share
Individual Deductible $50 Shared with In Network
Family Deductible $150 Shared with In Network
Preventive Cost Share Covered in Full Waive Deductible, then 10%
Basic Cost Share Deductible, then 30% Deductible, then 50%
Major Cost Share Deductible, then 50% Deductible, then 50%
Dental Annual Maximum $1,000 PCY Shared with In Network
Office Visit
Routine Comprehensive / Periodic Oral Exams (2 PCY) Covered in Full Waive Deductible, then 10%
Problem Focused/Emergency Exam (Unlimited) Deductible, then 30% Deductible, then 50%
Office Visits, Prof Consults, Perio Evals (2 PCY (Shared with Routine)) Covered in Full Waive Deductible, then 10%
Preventive Services
Prophylaxis - Cleaning (2 PCY) Covered in Full Waive Deductible, then 10%
Fluoride Treatments (1 PCY; under the age of 19) Covered in Full Waive Deductible, then 10%
Sealants (Under age 19 I|m|ted to permanent molars only, Replacements limited Covered in Full Waive Deductible, then 10%
to once every 24 consecutive months)
Space Maintainers (Members under age 19) Covered in Full Waive Deductible, then 10%
Diagnostic Imaging
Bitewings X-rays (1 set (up to 4) PCY) Covered in Full Waive Deductible, then 10%
Panoramic X-ray or comparable Conebeam view (1 panoramic x-ray or Deductible, then 30% Deductible, then 50%
comparable cone beam view in any 60 consecutive months)
Restorative
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Effective Date: 01/01/2024

DENTAL PLAN
PREFERRED CHOICE - ESSENTIALS DENTAL 0%/30%/50%/1000

IN-NETWORK OUT-OF-NETWORK
Fillings (1 per surface every 24 consecutive months) Deductible, then 30% Deductible, then 50%
Installation of Inlays, Onlays and Crowns (Crowns only - 1 every 5 calendar Crowns only - Deductible, then 50%, all Crowns only - Deductible, then 50%, all other
years) other services not covered services not covered
Re-cement or Rebond Crowns/Inlay/Onlay (Crowns only - 1 every 24 months, 6 Crowns only - Deductible, then 30%, all Crowns only - Deductible, then 50%, all other
months after placement) other services not covered services not covered
Repair Crown/Inlay/Onlay (Crowns only - 1 every 24 months, 6 months after Crowns only - Deductible, then 30%, all Crowns only - Deductible, then 50%, all other
placement) other services not covered services not covered
Endodontics
Endodontic Therapy - Root Canal (Root Canal Therapy - Once per lifetime) Deductible, then 30% | Deductible, then 50%
Periodontics
Periodontal Maintenance (4 PCY) Deductible, then 30% Deductible, then 50%
Full Mouth Debridement (Once per lifetime) Deductible, then 30% Deductible, then 50%
Periodontal Scaling and Root Planing (Once per quadrant every 24 consecutive Deductible, then 30% Deductible, then 50%
months)
Oral Surgery
Simple Extractions (Unlimited) Deductible, then 30% Deductible, then 50%
Surgical Extractions (Unlimited) Deductible, then 30% Deductible, then 50%
General Services
Anesthesia - Intravenous or General (Unlimited) Deductible, then 30% Deductible, then 50%
Palliative (Emergency) Treatment of Dental Pain (Unlimited) Deductible, then 30% Deductible, then 50%

This is not a complete explanation of covered services, exclusions, limitations, reductions or the terms of the plan. This benefit highlight is not a contract and may change. Please
see your benefit booklet or call Customer Service for full coverage information including a description of waiting periods, limitations, and exclusions.
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Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with the Washington State Office of the Insurance
Commissioner, electronically through the Office of the Insurance Commissioner Complaint Portal available at
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD).
Complaint forms are available at https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-722-1471 (TTY: 711).
AR OREERERE P G BIESE SRR - 552 800-722-1471 (TTY = 711) -
CHU Y: Néu ban néi Tiéng Viét, ¢o cac dich vu ho trer ngdn ngtr mién phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
F: =0 E MEBotAlE 2, A0 X MEIAE 222 080t = ASLICH 800-722-1471 (TTY: 711) HHO 2 Matoh FAA L.
BHWMAHWE: Ecnm BbI roBOpUTE Ha PYCCKOM S13bIKE, TO BaM AOCTYMHbI DecnnatHble ycnyru nepesoga. 3soHute 800-722-1471 (teneTaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
YBATA! fKL10 B/ PO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOMKETE 3BEPHYTUCA A0 HE3KOLITOBHOI C/TY*KOM MOBHOT NiATPUMKN.

TenedoHyiite 3a Homepom 800-722-1471 (teneTaiin: 711).
Ut 1IGuSMERSuNW Manisl N ESWiRsmMan INWESSS WL SHOSESUNUUTHESY GI 100 §00-722-1471 (TTY: T11)4
AEZE  BAEZEINGGE, BHOSEIREZCARAVEETET, 8007221471 (TTYT11) £T, BEEICTIERCLEL,
TNFOF; 0715t IR ATICE Pt PRCH® ACAF RCEFTE (1R ALIHPT HHOEHPA: OL “UntAD- ¢ RO 800-722-1471 (009t AtAGF@- T11),
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
(711 68015 aall e o)) 800-722-1471 @ docall lanalls el ) 553 &, salll Sac lusall cland ()l Arlll S0 Ziaati S 1)) Al sale
fimrs foB: 7 3t st 852 J, 3T 3 R A3 AT 393 B8 He3 QussEY J1 800-722-1471 (TTY: 711) '3 'S 3
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-722-1471 (TTY: 711).
WW0990L: 1799 WedIWIZY 299, NMLINMVgoecHGWWIZ, Loetcdyan, cuniwenloivin. tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servios linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
80 ol 800-722-1471 (TTY: 711) L 28l (o pal g L (5 Il ) gy (i) 0t e oo KSR aJlb () 40 R iAo g
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