City of Gallatin
BlueCross BlueShield of Tennessee Voluntary Dental Plans
Effective 10-1-2012

Summary of Benefits Dental Option 1 Dental Option 2 Dental Option 3
Deductible Calendar Year Individual Family Individual Family Individual Family
Applies to Coverage B and C Onl $50 $150 $50 $150 $50 $150
Benefit Maximums
Applies to Coverage A,B, and C $1,000 per Calendar Year $1,000 per Calendar Yeatr $1,000 per Calendar Yeatr
Coverage C $1,000 per Lifetime
Benefits Percentages Apply to Any Dentist* Any Dentist* Any Dentist*

Covered Services Benefit Percentages Benefit Percentages Benefit Percentages

Coverage A (Preventive)

Exams, X-Rays,
Cleanings, Fluoride, 100% 100% 100%
Sealants, Space Maintainers

Coverage B (Basic)

Basic Restorative Services
Basic and Major Endodontics 50% 50% 80%
Basic and Major Periodontics
Basic and Major Oral Surgery

Coverage C (Major)

Major Restorative and Prosthodontics 30% 50% 50%
Coverage C Waiting Perioc 12 Month Waiting Period Applies 12 Month Waiting Period Applies 12 Month Waiting Period Applies
Coverage D (Orthodontics)
Orthodontics - Child to Age 19 Not Applicable Not Applicable 50%
Coverage D Waiting Perioc Not Applicable Not Applicable 12 Month Waiting Period Applies
Network Option
Network Dentists paid at PPO fee Network Dentists paid at PPO fee Network Dentists paid at PPO fee
schedule; Non-Network dentists paid at schedule; Non-Network dentists paid at schedule; Non-Network dentists paid at
70th percent of PPO fee schedule. 70th percent of PPO fee schedule. 70th percentile of Usual, Customary &
Reasonable
DenteMax National Network Included ** Included ** Included **
BluePerks Discounts on routine vision care, Lasik surgery, weight loss and fithess centers

complementary / alternative medicine and more

Voluntary Dental Rates Dental Option 1 Dental Option 2 Dental Option 3
12 Month Rate Guarantee
Monthly Biweekly Monthly Biweekly Monthly Biweekly
Individual $18.08 $9.04 Individual $24.95 $12.48 |Individual $30.93 $15.47
2-Person $29.25 $14.63 |2-Person $40.29 $20.15 |2-Person $59.56 $29.78
Family $44.80 $22.40 Family $61.85 $30.93 Family $101.90 $50.95

This document serves as a summary of benefits that are detailed in the Evidence of Coverage. These benefits are subject to the Covered Services and
Limitations on Covered Services, Exclusions From Coverage, and Schedule of Benefits sections of the Evidence of Coverage.

When applicable, benefits will be paid based on the Benefit Percentages listed above. Members will be responsible for co-insurance (when benefit percentages
are less than 100%), deductible(s), and all other charges when benefit maximums have been met.

*Members may see any dentist. BCBST has contracted dentists in our network that have agreed to limit their charges to our fee schedule. Because BCBST has
no contract with non-network dentists, members may be responsible for any billed charges that exceed our Maximum Allowable Charge.

**DenteMax National Network: BCBST has partnered with DenteMax to provide access to their nationwide network of over 60,000 dentists.
Members may access the DenteMax network via www.bcbst.com.
>|f a member changes to Option 3 from Option 1 or Option 2 at open enrollment, there will be a 12 month waiting period for orthodontics.

>Dependent children can stay on the dental plan until age 26. However, the orthodontics coverage is only to age 19.

Members are encouraged to use In-Network dentists for all services.

This summary was created by Premier Benefits Group/Coley Lyles Insurance. Please refer to your Evidence of Coverage for more details.



BlueCross BlueShield
of Tennessee

Summary of Benefits s DentalBlue Standard Plan

City of Gallatin

Dental Option: 1
Effective Date: October 1, 2012

Deductible Calendar Year Individual Famil
Applies to Coverage B and C only $50 $150

Benefit Maximums
Applies to Coverage A, B, and C (per Calendar Year) $1,000

Benefit Percentages apply to Any Dentist*

Covered Services Benefit Percentages

Coverage A
Exams, X-tays
Cleanings, Fluoride 100%
Sealants, Space Maintainers

Coverage B
Basic Restorative Services
Basic and Major Endodontics 50%
Basic and Major Periodontics
Basic and Major Oral Surgery

Coverage C

Major Restorative and Prosthodontics 30%

Implants
Coverage D

Orthodontics Not Available
Preferred Onti Network Dentists paid at PPO fee schedule; non-network dentists paid

il 30% less than PPO fee schedule
National Network Included

Discounts on routine vision care, Lasik surgery, weight loss and fitness
BluePerks . »
centers, complementary/alternative medicine and more

This document serves as a summary of the benefits that are detailed in the Bvidence of Coverage. These benefits are subject to the Covered Services and Limitations on Covered
Services, Exclusions From Coverage, and Schedule of Benefits sections of the Evidence of Coverage.

When applicable, benefits will be paid based on the Benefit Percentages listed above. Members will be responsible for co-insurance (when benefit percentages are less than
100%), deductible(s), and all other charges when benefit maximums have been met.

*Members may see any denlist. We have contracted dentists in our network that have agreed to limit their charges to our fee schedule. Because we have no contract with non-
network dentists, members may be responsible for any billed charges that exceed our Maximum Allowable Charge.

BlueCross BlueShiald of Tennesses, Inc., an Independert Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield A iation, an A: ian of 1t BlueCross BlueShield Plans




BlueCross BlueShield
G ) Lot

Summary of Benefits su) DentalBlue Standard Plan

City of Gallatin

Dental Option: 2
Effective Date: October 1, 2012

Deductible Calendar Year Individual Family
Applies to Coverage B and C only $50 $150

Benefit Maximums

Applies to Coverage A, B, and C (per Calendar Year) $1,000
Benefit Percentages apply to Any Dentist*
Covered Services Benefit Percentages
Coverage A

Exams, X-rays
Cleanings, Fluoride 100%
Sealants, Space Maintainers

Coverage B
Busic Restorative Services
Basic and Major Endodontics 50%
Basic and Major Periodontics
Basic and Major Oral Surgery

Coverage C
Major Restorative and Prosthodontics 50%
Implants
Coverage D
Orthodontics Not Available
Preferred Outi Network Dentists paid at PPO fee schedule; non-network dentists paid
relerred Lption 30% less than PPO fee schedule

National Network [ncluded

Discounts on routine vision care, Lasik surgery, weight loss and fitness
BluePerks ; .
centers, complementary/alternative medicine and more

This document serves as a summary of the benefits that are detailed in the Evidence of Coverage. These benefits are subject to the Covered Services and Limitations on Covered
Services, Exclusions From Coverage, and Schedule of Benefits sections of the Evidence of Coverage.

When applicable, benefits will be paid based on the Benefit Percentages listed above. Members will be responsible for co-insurance (when benefit percentages are less than
100%), deductible(s), and all other charges when benefit maximums have been met.

#Members may see any dentist. We have contracted dentists in our network that have agreed to limit their charges to our fee schedule. Because we have no contract with non-
network dentists, members may be responsible for any billed charges that exceed our Maximum Allowable Charge.

BlueCross BlueShield of Tennesses, Inc., an Indepandent Licansee of the BiueCross BlueShield Assaciation
® Ragistered marks of lhe BlueCrass BlueShield Association, an Associalion of Independent BlueCross BlueShield Plans



BlueCross BlueShield
of Tennessee

Summary of Benefits su) DentalBluc Standard Plan

City of Gallatin

Dental Option: 3
Effective Date: October 1, 2012
Deductible Calendar Year Individual Family
Applies to Coverage B and C only $50 $150
Benelit Maximums
Applies to Coverage A, B, and C (per Calendar Year) $1,000
Coverage D (per Lifetime) $1,000
Benefit Percentages apply to Any Dentist*

Covered Services Benefit Percentages

Coverage A
Exams, X-rays
Cleanings, Fluoride 100%

Sealants, Space Maintainers

Coverage B
Basic Restorative Services
Basic and Major Endodontics 80%
Basic and Major Periodontics
Basic and Major Oral Surgery

Coverage C
Major Restorative and Prosthodontics 50%
Implants
Coverage D
Orthedontics-Child to age 19 50%
Choice Obti Network Dentists paid at PPO fee schedule; non-network dentists paid at
oice Lption 70th percentile of UCR

National Network Included

Discounts on routine vision care, Lasik surgery, weight loss and fitness
BluePerks ] .
centers, complementary/alternative medicine and more

This document serves as a summary of the benefits that are detailed in the Evidence of Coverage. These benefits are subject to the Covered Services and Limilations on Covered
Services, Exclusions From Coverage, and Schedule of Benefits sections of the Evidence of Coverage.

When applicable, bencfits will be paid based on the Benefit Percentages listed above, Members will be responsible for co-insurance (when benefit percentages are less than
100%), deductible(s), and all other charges when benefit maximums have been met.

*Members may sce any dentist. We have contracted dentists in our network that have agreed to limit their charges to our fee schedule Because we have no contract with non-
network dentists, members may be responsible for any billed charges that exceed our Maximum Allowable Charge.

BlueCross BlueShieid of Tennessee, nc , an Indepensent Licensee of the BlueCross BlueShield Associaton
@ Registered marks of the BlueCross BlugShield A iation, an A iation of P 1t BlueCross BlueShield Plans.




COVERED SERVICES, LIMITATIONS, &
EXCLUSIONS

Exame
Covered: Standard exams including comprehensive, pericdic, delailed/
ive and periodontal oral evaiuabons (exams). E1 exams,
inciuring mited oral avalualions {eams)
Limitations: No mara than one standa d sxarn i any 5-month perlod. No
more than one emergency exam in any 12-month period. No more than one
hensive, delaledA ive, or periudonia exam in any 36-month

pen'c'id,
L. e lone and

X-rays
Covered: Full mouth saries, inlraoral and bilewing radiographs (x rays)
Limiatione: No mors than one full mouth sel of x-rays in any 36-month
parlod. A fuf mouth sat of r-rays |6 defined =9 alber an intraceal complate
satigs of pantramio % ay, Banafits provided for ailer inclidg benefits for @t
neoeseary Intrzoral and bilewing fimis taken on ha same day, No more than
four bitewing films in any 12-month period. Bilewing films must be teken on
the same dale of service
Exclusions: Extraora, skull and bone survey, sialography, TMJ, and
tomographic survey x-ray fims, cephalomelric films and diagnostic
h hs. Cephulomelric #ims and di ic p may be
covered as orthodonlic benefls under Coverage D,

Claanings, Fluorida Treatment

Coverad: Adull and child prophylass (cheanng) Chid and adull (subject lo
age limiations) huorite bestmerds, performed ailh or wilhoul a prophylaxis
Limitatiors: Mo mots thin ona af any, praphyl s or periodonlat
manlenanos proceduna In any f-monih pe ‘od. Pericdonial maintanancs
procedures are subjo [ addilional Imitagons Tisied below urkder Basic
Pariodonlics in Saclion VI, and may be sibget fo @ difioren! Covorage lavel
uindar Altachmant C: Soheduls of Berafis No mora thas oae fuoride
treatmenl in any 12-month period, for Members under age 19. Fluotide must
be appled separately from prophylaxie paste

Sealants, Space Maintainers
Covered: Cther Prevenlive Services, including sealanis, space mainlainers.
Limitatlons: No more than ane sealant per first or second molar tooth per
lifelime, for Dependenls under age 16. Space mainlainers for Dependenls
under age 14. No more than one recementation in any 12-month period
Exclusions: Nutritional and tobacco counseling, oral hygiene i

rthodaonti is Coverad, Orthadonlic servicas may be limited lo

Limitatlons: The denefils provided for orown and bridge fions include

Dependents under a specified age Kmit, as defined on Atlachment C:

senefils for the services of crown prep temporary or p

ctowns, iprassions and osmanlation, Banefis will ol be provided for 2
tets biid-up separate froem (hoss providad for crown constuction, axespl in
those droymitances whare banahls 2o provided for a crown bacass of
severe carious Jesions of fracture 18 so extensive (hal retention of the crown
wendd not be posaible. Past and core ssnvices are Covered only when
serformed In canjunrkon with 2 Covered crown af bridge. Crown and bridge
tepzi and e osimantalion are Covered separataly only afler 12 months from
the d ol of Inllla ptacement. Denture adjustmants are Covered separalely
from lhe denlure only ahker  monihs from the dale of initial placement No
more than one denlure reine or rebase in any 36 month period

Exchusions: Ot majr resboratlyve senvced including sedstive lings and
copiny. Other posthodonfc ssrvives including overdsnlure, precison
sttachments, connester hars, stress btwakers and coping melel

Basic Endodorntics

Covered. Pulpclomy, pulpal therspy.

Limitations: For primary fseth anly. Nol Coverad when parformed in
juncion with major B 1. The benefis for basic

endodoniic reatment nclude benifits for x-rays, pulp viality testa, and

Schedule of Benefits. Orthodonlic services may be limiled by a Maximum
Allowable Charge, Calendar Year Deduclivle and lifetime maximum as
defined on Allachmenl C' Schedule of Benefits. Mulliple occurrences of
arthodonfic treatment may be aHowed subject to he lifeime maximum Al
orthodontic services shall be deemed lo have been concluded on Ihe last
dale Irealmenl performed during Member's Coverage, even if a prior
approverd Treabmant Plan has not baen compleled

Exclusions; Replaceman| or repar of 2y loal, siolen and damaged
applianca lumished under the Traatment Plan Surgeal procedwes to aid in
orthodontic realment

Othar Exclusions From Coverage

Benafits are not provided for the lollowing services supplies or charges:

1) Dental services received from a dental or medical departmenl

mainlained by or on behalf of an Employer, mutual benefit association, labor
union, rustes or similar person or group.

2 Charges for services performed by You or Your spouss, o Your of Your
spouss's parent, sigln, brother o child

3) Serviees renderad by @ Dsnllet begand ha scops of his of her license.

4) Dl stvicss which arm fres, or lur which You are not required of lagally
ooligated to pay ar for which no charge wold be made if You had no dental

5) Dental services bo the extent thal charges for such sarvices excsed Ihe
charge that would have been made and colledied if no Coverage existed

sedalive filings provided in conj wilh basic
Exciusions: Puipal debrdement.
Coverage.
Major Endodontics
Covered: Roal canai L and re , apexificali
aplcoeciomy services, rool ampulatk grade fiing, h pub

cap.
Limitations: No more than ore reol cand realment, re-lrealment or

6) Dental servics covered by any medical insurancs coverage, cr by any
olher non-denlal contract or certificale issued by BluaCross SiueShield of
T or any other i company, carier, of plan. For exampla,

apeification per ookh in 60 onth paniod. No mors than ons
per tol por fifefima. The banedls for major andodonbc reatment inglude.
bistitefls for & rays, pulp vikality Tests, pudpotomy, pulseciomy and ssdabus
fillings and tamperary Mling maters! providad in conjurcion wilh majar
andodonlic reatment
el tion, and i

canal pl

therapy

Basic Perfodontics

Covered: Non-sutioal periodoniiis, Inchiding periodonial scaiing and jool
planing, full moulh dabyi I and pod i P
Limitatlons: Mo mera (hat ona pedodontal scailng and roat plening par
quadrant in any 24-month period. No more than one full mouth debridement

removal ofimpacted leeth, tumors of lip and gum, accidenlal injuries lo lhe
feeth, sic

7) Any courl-ordered treatment of a Member unless benefils are olherwise
payable

8) Courses of treatment undartaken before You become Covered under this
program.

9) Any services performed afler You cease to be eligible ‘or Coverage

10) Denlal care or treatment not specifically lisled in Attachment C:
Schedule of Benefls

11) Any trealmeni or service that the Plan determines is not Necessary
Cenlal Care, thal does nol offer a favorable prognosis thal does nol meet
gonerally accapted standards of prolessional denlal cafe, of thalis

oer likstime. No more than one of any prophylaxis (deanings) or p
i dure in any 6-month period. Cleanings are subject to

Basic Restorstive Sarvices

Covered: Basic restoralive services, including amalgam resioralions (siver
filkings), resin composils restorations (tooth calored filings), slainless steel
crowns, Pallative (emergency) realmen for the retief of pain. Other
restoralive services, including repair of full and parlial denturse.
Limitationa: No more than one amalgam or resin restoralion per looth
supfzain any 12menth pariod, Replacsment of exisling amaigen snd resin
compasits resiorations Govered only afier 12 maniha from the date of initial
reshorabion, Ruplacement of stafiless diesd oiowne Coveted only afet 36
monthe fiam the dala of nitial tesloralion. No mare than one repair per
denture per 24 months,

Exclusions: Goid foil restoralions

Wajor Restorstive Services
Conered: Singls leath restorabions, Inchuding orowns (iesn, porcelain, %
casl, and tull cant), lays and oalays [ratalic, resin and porcalain), and
veneers.
Limitations® Cnly for e teatmant uf pavirs carious |esians of ssvee
fraalure on permanent teath, and only when tealh canmol be adaguately
reelored with an amaiga or resin camposle restaration {Wieg). For
prrmanin| beath oniy, For Dependants under aje 12, benefits will nol ba
providesd lor cast crowns of famipate venears. Raplacement of singls toolh
raelorntion s Coversd only after 80 monfhs frorn Eve date of inifial placamenl.
Temporary and provisional crowns.

Preathodantio Services - Fixed Bridges

Covared: Fixed partial denhires {teidges), including panlics, refainars, and

abulment crowns, Inlays, 2nd anlaye {resin, porestain, % and lull cast).

L Cmly foe whate 3 migsng footh or kesth cannol be
wallnly restored with = shla partjal denlure, For parmanenl testh

only, no areli for Depandents under sgo 18, Reptecament of fved parflal

danlures aoverad anty after 50 manths Iteer) (he date of elia! placement

Prosthodontlc Services - R ble Dantures

Covered: Complele, immediate and pariial dentures.

Limltations: If, In the consiruclian of a denlura, the Membar and the Dentlst
decide on a p izad tarn o b y spocizl rafher than
standard lechniquas ot materials, benafils provided shal be imited lo thoss
which would ntterweso ba adl dor (e sland and procesdures of malaain
{25 datarmined by the Fran). Banadils ars rol provided far Dependents undse
g V6. Replacemant of ramovabie dentires Covared only afier 60 monihve
fram the dale of inilial placernant

Exclusions: Inlerim (temporary) dentures,

Gther Major R Hiia & P Sanvi
Govered: Crown ard bridge sardces including core buildups, post and core,
recementation, and ragsr. Demlure etvicas including adjuslment, refining,
rebasing and lissue condilioning. Implanls and supported prosthelics,
including local anesthetic

additional limitakions listed under Preventive Services, and may be subjecl lo
3 differant Coveraga lewsl undse Attachment C- Schadule of Senalls
Benafits for periotontal malntenanca ara provided anly after aclive
pariodonts trsatmen (surpioal of non swgeal), and ro soonst than 90 days.
allas latinn of such 1. Benedita jodantal scabng and fool
olaning, full mouth 1, pariodonial mal and prophyd

2ra ok providad when tare that cne of thees procedures is perfamed ca
lhe same day.

Excluslons: Provisional splinling, scaling in lhe presence of gingival

b i icrobial medication and dressing changes

Major Pariodantics

| fin pasture

12} Sarvices or supplles for the irsatmenl of work relatad dinsss ar njury,
regandlezs of the presence of abeance of warkers’ compennation coverags.
T exsluman doms nol Sply b njres o inssses of an smplcyss whois:
{1} 2 sals-propriator of e Group, (2] 2 pariner of he Group, o {3) 2
carprat afitar ol the Group, provided the offssr flad & slection nol lo
scoepl Workers' G fien with the ap integ | dep

13) Charges for ary husgilel or athier surgjoal of weatment kciity snd ary
sdillonal fees charged by a Dendel fa frsatmeant in 2ny such lanlity.

14) Dorital seraoes with respact 1o congenital matformations cr primanty for
cuamelic o aesthale purposes. This does noterciuds thoss sardoes
provided under Orthadonis benefta (it applicadla,)

15) Replacemen of Italh siruciure loal from wear or allilion.

16) Dental services remuliing fromi loss o (hefl of a deniure, crown, bridge or

Covered: Surgics! paricdontes indluding gingiveclomy, gingivoplasty,
gingivel fizp procedura, crown lenglhening, osseous surgery and bone and
lissue grafiing.

Limitatione: No more lhan one majer periodontal surgical procsdure in any
36-month peitos. Banefits provided for major periedantics include benefils for
servicas related to 90 days of postoperative care.

Exclusions: Tissue reganeralion and apically posilioned flap procedure

Basic Oral Surgery

Covered: Ncn-surgical or simple exlraclions

Limitations: Benefils provided for basic aral surgery include benefils or
suturing and postoperafive care.

Excluslons; Benefils for general anesthesia or intravenous sedation when
performed in conjuncion with basic oral surgery.

Major Oral Surgery

Covered: Surgical exlractions (including removal of impacted lesth and
wisdom leelh), and other oral surgical procedures typically not Covered
i & redical garn,

Limiations: Boneily provided for mar oral swigory ncluds denafls ki
iocal anoathesa, suluring and postoparaliva c=re. Bansiis i genaral
anasthesia o |nlavenoud (V) sedasion are provided anly in cornection with
migior ot purgary procadures, and anly when provided by a Derlis! lloensed
lo adminislar such agents,

Exetualons: Crsl-surgary typically Covered undar a medical plan, including

17) Charges for a prosthefic devics lhal ropladan o of ticta lost,
axtracted or congenitally missing testh betare Your Coverage becomss
affective under the Plan unless it 2ian raplzoes ona o mora nakurs math
axtracted or lost aker Your Coverage became effeclive

18) Diagnosis for, or fabrication of, appli or

correct bite problems or restore the oedusion or corracl lemp
joint dysiunclion {TMJ) or associaled muscles.

19) Diagnoslic denlal services such as diagnostic ‘esls and oral pathology

necessary lo

services

20) Adjunctive denlal services including all local and general anesthesia,
sedalion, and analgesia {excapt as provided under major oral surgery).

21) Charges for the lreal of iz i drugs, occlusal
guards and adj hguards, microab behavior
managemenl, and bleaching.

22) Charges for the trealment of professional visits aulside the denlal office
ar aller regularly scheduled hours or ‘or cbearvalion.

29

1 Cameron [ill Circle
Chattanooga, TN 37402

BlueCross Blue Shictd
of Tennessee

bttt limitee to, sacision of lesions and bone tissus, reatment of fractures, www. bebst.com

suluring, wound and cther rapair procedures, TMJ and relaled procedures

Orthagnalhic surgery and freatment for congenilal malfurmations. BlueCross of Ing, an Licensee of the
BluwCross BrusShlold Azsociabon

Orthodontics Services ® Ragistered marks of the BlueCross BlueShield Association, an Assaciaton of

Covered: Exams, hic images, diagnostic casts, cephalomelri BlueCross ield Plans

xrays, installation and adj | o k ppli and o

reduce or eiminala aft extling makoeslusion This documenl has been classified as public informalion

L : The nead fot i: sarvices must be diagnosed,

ifying = hand g malceclusion that is hoth abnormal and
correciahle, and o Treafmant Flan must be subimitied i and approved by he
Plan The Plan resarves tha nghl o rsview he Membar's dental records,
neluding necessary xrays, phulographs, and madels Lo determine whether

BlueCross BlueShield af Tennessee, Inc , an Independent Licensee of the BlusCross BlueShield Association
® Registered marks of the BlueCross BlueShield Assaciatior, an Associalion of Independent BlueCross BiueShield Plans.



