Complete Pennsylvania

About your plan

Good health starts with a healthy mouth. Regular dental exams and cleanings can lower the risk of gum disease, which is
linked to heart disease, diabetes, stroke, and other serious conditions.

The Humana Complete dental plan is designed for people who are looking to maintain their oral health through regular
dental exams and cleanings. The plan offers affordable coverage for preventive, basic and major services like routine
cleanings and exams, fillings, dentures and extractions. You can lower your cost by choosing one of the more than 270,000
dentist locations in the Humana Dental PPO network. You can visit Humana.com to find a participating specialist.

Who can enroll in this plan - Anyone can enroll in this plan.

How your plan works

Calendar year deductible Individual Family

This is the amount you will pay out-of-pocket for servicesin ~ $50 $150

a calendar year (deductible waived for in- (deductible waived for in-
network preventive services) network preventive services)

Annual maximum $1,250 year one; $1,500 year two and after, per

This is the maximum amount that the plan will pay in a individual on the plan

calendar year

Coinsurance o ptiO ns In-network coverage Out-of-network coverage
Preventive services (no elimination period)

+ Routine oral examinations (limit 2 per year)

« Limited oral evaluation (limit 1 per year)

+ Comprehensive oral evaluation (limit 1 per 3 years)

« Bitewing X-rays (1 set of films per year for covered persons

under age 10 and up to 4 films per year for covered persons 100% no deductible 100% after deductible
age 10 and older)

+ Panoramic film combined with Full Mouth (limit 1 every 5
years, age 12 and up)

+ Cleanings (limit 2 per year)

« Topical fluoride treatment (limit 2 per year)

+ Sealants (limit of 1 per tooth per lifetime, age 14 and under)

Humana.
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Complete

Coinsurance options In-network coverage

Out-of-network coverage

Basic services (30-day elimination period applies - poli-
cyholders who provide proof of 12 months prior coverage are
exempt from this elimination period.?)

Emergency care for pain relief

« Extractions and root removal 80% after deductible 80% after deductible
« Fillings (limit 1 per tooth, per 2 years, composite covered on
front teeth only?)
+ Space maintainers (age 14 and under, initial placement only)
+ Prefabricated stainless steel crowns
Major services (twelve-month elimination period
applies - policyholders who provide proof of 12 months prior
coverage are exempt from this elimination period.?)
+ Endodontics - Root canals (limit 1 per lifetime, per tooth)
+ Complete dentures (limit 1 per 5 years)
+ Partial dentures (limit 1 per 5 years)
* Denture repair and adjustments 50% after deductible 50% after deductible

Crowns (limit 1 per tooth per 5 years)

Onlays and Inlays (limit 1 per tooth per 5 years)

Oral surgery

Periodontal maintenance (limit 2 per year) - no waiting
period for this service.

Periodontal scaling and root planing (limit 1 per quadrant
every 3 years) - no waiting period for this service.

Out-of-network dentists can bill you for charges above the amount covered by your Humana Dental plan. To ensure
you do not receive additional charges, visit a dentist in the Humana Dental PPO Network. Waiting periods and other
limitations may apply; please see your policy for coverage details.

Footnotes

1

2

Prior coverage is defined as an insurance plan that offered coverage and benefits. Discount dental plans are not considered prior

coverage.

Composite (white) fillings are only covered on anterior (front) teeth. An alternate benefit is allowed for composite fillings on posterior
(back) teeth where the plan will cover the cost of an amalgam (silver) filling and the member is responsible for any cost over the

covered amount.
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Dental limitations and exclusions

This is an outline of the limitations and exclusions for

this Humana individual dental plan. It is designed for
convenient reference. Consult the policy for a complete
list of limitations and exclusions. Unless specifically stated
otherwise, no benefits will be provided for, or on account
of, the following items:

1.

Ul

Any expenses incurred while a covered person qualifies for any
Worker’s Compensation or occupational disease act or law,
whether or not the covered person applied for coverage.
Services:

a. That are free or that a covered person would not be
required to pay for if they did not have this insurance,
unless charges are received from and reimbursable to
the United States government or any of its agencies as
required by law;

b.  Furnished by, or payable under, any plan or law through
any government or any political subdivision (this does not
include Medicare or Medicaid); or

c.  Furnished by any United States government-owned or
operated hospital/institution/agency.

Any loss caused or contributed by:

War or any act of war, whether declared or not;

Taking partin ariot;

Commission of or an attempt to commit a criminal act;

Engaging in anillegal profession or occupation;

Any act of armed conflict; or

Any conflict mvolvmg armed forces of any authority.

Any expense arising from the completion of forms.

Failure to keep an appointment with the provider.

Services we consider cosmetic dentistry unless it is required

as aresult of an accidental injury sustained while the covered

person is covered under the policy.

Charges for:

a. Anytype ofimplant and all related services, including

crowns or the prosthetic device attached to it;

Precision or semi-precision attachments;

Overdentures and any endodontic treatment associated

with overdentures;

Other customized attachments;

3Dimaging;

Temporary and interim dental services;

Separate charges for materials or use of equipment, such

as lasers; or

h.  Separate charges for treatment rendered in a clinic,
dental or medical facility owned, operated, sponsored
or maintained by either (i) the employer or any covered
person; or (ii) by an employee of any covered person.

Any service related to:

a. Altering vertical dimension of teeth;

b. Restoration or maintenance of occlusion;

c.  Splinting teeth, including multiple abutments, or any
service to stabilize periodontally weakened teeth;

d. Replacing tooth structures lost as a result of abrasion,
attrition, erosion or abfraction; or

e. Bite reglstrotlon or bite analysis.

Infection control, including but not limited to sterilization

techniques.
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Fees for treatment performed by someone other thana

dentist except for scaling and teeth cleaning, and the topical

application of fluoride that can be performed by a licensed

dental hygienist. The treatment must be rendered under the

supervision and quidance of the dentist in accordance with

generally accepted dental standards.

Any hospital, surgical or treatment facility, or for services of an

anesthesiologist or anesthetist.

Prescription drugs or pre-medications, whether dispensed or

prescribed.

Services not specifically listed in the “Schedule of Policy

Benefits” section.

Services shown as “Not Covered” in the “Schedule of Policy

Benefits” section.

Services that we determine:

a. Arenot eligible for benefits based upon clinical review;

b. Do not offer a favorable prognosis;

c. Do not have uniform professional acceptance; or

d. Aredeemed to be experimental or investigationalin
nature.

Orthodontic services.

Any expense incurred before the covered person’s effective

date or after the date the covered person’s coverage under this

policy terminates.

Services provided by someone who ordinarily lives in the

covered person’s home or is a family member.

Charges exceeding the reimbursement limit for the service.

Local anesthetics, irrigation, nitrous oxide, bases, pulp

caps, temporary dental services, study models, treatment

plans or tissue preparation associated with the impression

or placement of a restoration when charged as a separate

service. These services are considered an integral part of the

entire dental service.

Repair or replacement of orthodontic appliances.

Any surgical or nonsurgical treatment for any jaw joint

problems, including any temporomandibular joint disorder,

craniomaxillary, craniomandibular disorder or other conditions

of the joint linking the jaw bone and skull or treatment of the

facial muscles used in expressions and chewing functions, for

symptoms including, but not limited to headaches.

Elective removal of non-pathologic impacted teeth.

Service for orthognathic surgery.

Services generally considered medical or covered by a medical

plan.

Services for destruction of lesions by any method.

Services for tooth transplantation.

Services for removal of a foreign body from the oral tissue or

bone.

Services for reconstruction of surgical, traumatic or congenital

defects of the facial bones unless dental related.

Any separate fees for pre and post-operative care.

Replacement of restorations (fillings) placed less than two

years ago.

We will not cover the replacement of any lost, stolen,

damaged, misplaced or duplicate major restoration, prosthesis

or appliance.
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Insured by Humana Insurance Company
Applications are subject to approval. Elimination periods may apply; limitations and exclusions apply.

This document contains a general summary of benefits, exclusions and limitations. Please refer to the policy for the
actual terms and conditions that apply. In the event there are discrepancies with the information given in this document,
the terms and conditions of the policy will govern. For more information, go to Humana.com or contact your sales agent.

Policy number: PA-71145, et al.

Humana.

PAHJV2ZEN 0218 Page 4 of 4



Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge, are
available to you. Call the number on your ID card (TTY: 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. Llame al nUmero que figura en su tarjeta de identificacion (TTY: 711).

R (Chinese): X : IR FERERED CANGEESESENRE AREGESELMWEERS (TTY : 711) -
Tiéng Viét (Vietnamese): CHU Y: N&u ban néi Tiéng Viét, cé cac dich vu hd trg ngdn ngit mién phi danh
cho ban. Goi s6 dién thoai ghi trén thé ID cta quy vi (TTY: 711).

e30] (Korean): 2| : St=0{E AE5tA= 2%, 0| X|3 MH|AE R 2 O|E5H &= ASLICH. ID Ft=0ll HS U=
Ho 2 s FHAIL (TTY: 711).

Tagalog (Tagalog — Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tawagan ang numero na nasa iyong ID card (TTY: 711).

Pycckuin (Russian): BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3bIKE, TO BAM AOCTYyNHbl 6ecniaTHble
ycnyru nepesoaa. Habepute Homep, yKasaHHbIM Ha Ballen KapTouke-yaoctoBepeHun (tenetann: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis eéd pou lang ki disponib
gratis pou ou. Rele nimewo ki sou kat idantite manm ou (TTY: 711).

Frangais (French): ATTENTION : Si vous parlez francais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le numéro figurant sur votre carte de membre (ATS : 711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzystac¢ z bezptatnej pomocy jezykowe;j.
Prosze zadzwoni¢ pod numer podany na karcie identyfikacyjnej (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos,
gratis. Ligue para o numero presente em seu cartdo de identificacdo (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero che appare sulla tessera identificativa (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Wahlen Sie die Nummer, die sich auf lhrer Versicherungskarte
befindet (TTY: 711).

BAEE (Japanese): ‘TREIE : HAEZFEINDIHE. BROEELZRZCHBVWLEITET, SFHFE5DID
A—PRICEHINTVBRERES T TERKIZTV (TTY £ 711),

sy L8 (Farsi):

Al o ealsd L gl o Baly Oysar S OMgud S o 5SS sl b 4 ST ias g3
(TTY: 711) .&Jﬁ).«i) aelad 6 olwlias &nlS goy sali oylais b

Diné Bizaad (Navajo): Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee dk&’anida’awo’'dé¢’,
t’aa jiik’eh, éi na hold, namboo ninaaltsoos yézhi, bee né¢ ho’ddlzin bikad’igii bee holne’ (TTY: 711).
4 y=l! (Arabic):
Al @83y il oyloally el 38195 &y glll Bac Ll Olaas 16 (dolll sS31 Gases cuS 13] 1db gla
(711 ;oS pall &ila @8)) cly dosdl dgg)l dBlay e 39> gall

GCHJR2TEN



