Humana

About your plan

Good health storts with o healthy mouth. Reqular dental exams and cleanings can lower the risk of gum disease, which
is linked to heart disease, diobetes, stroke, and other serious conditions.

The Humana Dental Smart Choice plan is designed for individuols and families who believe in the importance of regular
dental core. Members con maximize benefits by choosing one of the more thon 225,000 dentist locations in the
Hurmana Dental FPO network. There's no age requirement and you'll never be turmed oway for pre-existing conditions.
Your plan starts your first month of eligibility so you know you're getting the best value for your meney.

You can find dentists in the network by visiting Humana.com.

Who can enroll for this plan: Any individual or fomily con apply for this plon. There are onlly three requirements: You
must live in the U.S., you must be U.5. citizens or natsonal (or lawfully present), and you connaot be currently imcarcerated.
(https:ifwww.healthcare. goviquic k-guideleligibility/)

Date the plan starts: Your start date will be the first of the manth fallowing the day you enralled.

The Humana Dental Smart Choice Plon is o Qualified Dental Health Plon insured by Hurmana Insurance Compony, an
issuer in the Health Insurance Marketplace.

How your plan works

Annual deductible Adult Family Pediatric
Annual deductible This is the amount you will pay 525 525 per odult 550
aut-of-pocket for basic services in the plan (excludes 550 per child

discount services)'

Annual maximum 51,000 $1,000 per No Annual
Annual maximum This is the maximum amaount thet individual adult Maximum
the plon will poy during the calendar yeor (excludes farnily memnber

discount services)'
Maximum f Pack Qut of pocket maximum for o policy with cne covered child
a um Out Of Pocket i 5350, The out of pocket maximum for a policy with two
or mare covered children is $350 per individuol child or 5700
combined for all children.

Coinsurance options In-network coverage Out-of-network coverage

Class I - Diagnostic and Preventive
Routine oral exarmninations (limit 2 per year)
Periodic examinations (limit 2 per year)
Bitewing X-rays (limit one set per year, excludes full ~ Adult - 100% no deductible
mouth and panoromic) Children - 100% after 0% after deductible
Cleanings (mit 2 per year) deductible Mo weiting period
= Topical fluoride treatment (imit two per yeor, oge No waiting period
19 ond under) (topical flsoride varnish ages 0-5
100% no deductible)
Sealants (limit 1 per tooth per lifetime, age 19 and
under}
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Humana Dental Smart Choice

Class II - General, Restorative, and Surgical m&m&““ ML;IEd mu:fte«

+ Minor restorative services: s i u:;%of

= Fillings (composite covered on front teeth onlyl NIEen - er ren - 30 her

« Simple ond complex oral surgery deductible deductible

= Extroctions Children - no waiting period  Children - no waiting pericd
= Excision of benign cyst or tumor Adults - & month waiting Adults - 6 month waiting
- Emergency care for pain relief’ period period

Pediatric Essential Health Benefits®
Children through age 19

Class III - Major Restorative, Endodontic,
Periodontic, and Prosthodontic Services
= Resin onlays, inloys and crowns (limit 1 per tooth per 5

years; permanent teeth only)
+ Crawns 50% after deductible 50% ofter deductible
+ Bridgework No waiting periad No waiting period

Dentures including repair ond odjustments
Pericdontics such as periodentic cleanings ond gum
therapies

Endodontics (root canols)

Root extraction

Class IV - Medically Necessary* ) )
- Orthodontic treatment o5 result of congeritol or 50% after deductible S0% after deductible

developmental malformation which are related to or Mo waiting period Mo waiting period
developed as a result of deft polate with or without cleft ip

Qut-of-network dentists con bill you for chorges above the omount covered by your Humana Dentol Smart Choice plan.
To ensure you do not receive additional charges, visit o dentist in the Humana Dentol PPO network. You con find dentists
in the network by visiting Humana.com. Woiting periods ond other limitations may opply; please see your policy for
coverage details.

Anindividuol covered family member will receive coinsurance benefits ance they have met their individual deductible.
The rest of the covered fomily members will receive coinsurance benefits ance they hove met their individual deductible.
The annual maximum benefit for each adult covered family member is $1,000. Children through age 19 covered on the
pelicy do not hove on onnuel moximum.

1. Metwork providers are not required to offer non-covered services at a discounted rate. Humana Dental encourages all
providers ta extend discounts, but cannot legolly require, Check with in-network provider for details.

2. Composite (white) fillings are only covered on onterior (front) teeth. An olternote benefit is ollowed for composite
fillings on posterior (back) teeth where the plon will cover the cost of on srmalgam (silver) filling and the member is
responsible for any cost aver the covered amount.

3. Emergency care covered at 50 percent both in-network and out-of-network in state of lilinais (IL).

4. Closs ;I] Pediotric Essenticl Health Benefits ond Closs 1V Medically Necessory ore covered benefits for children through
age 19.

ILHIYDDEN 817 Poge 2 of 5



Dental limitations and exclusions

In additien to the limitations and exclusgions listed in “Adult Dental
and “Pediatric Dental Benefit” sections, as opplicable, this

Benefit” and

p-ol»cydnesnnt provide benefits for the following:

Any expensesincurmed while o covered p ifies for
worker's compensation or oc ional dis mtnrlnw
whether ornot the covered person opplied for coveroge.

2. Services:

0. Thotare free orthat o covered person would not be
required to pay for if they did not have thisinsurance,

wnless charges are received from and reimbursable to the
ULS. government or any of its agencies as required by law;

b, Furnished by, or poyable under, any plan or low through

any government or any political subdivision (this does not

include Medicare or Medicaid]; or

¢ Furnished by any L5, doroperated
hospitol/ institution fogency forony service connected
with sickness or bodily injury.

3. Anyexpense arising from the completion of farms,
4. Failure tokeep an appointment with the provider,

5. Any service we consider cosmetic dentistry unlessit is required

asaresult of on acadental injury sustained while the covered

personis covered under this policy, We consider the following

cosmetic dentistry procedures:

¢, Facingson crowns or pontics (the portion of o fixed
bridge between the abutments) posterior to the second
bicuspid;

b Any service performed primarily to improve appearance;

or
¢ Charactenizotions and personalization of prosthetic
devices,
6. Charges for:

dudi

13.
14,
15

16,
17

18. Rep
19

dental hygienist. The treatrment must be rend ered under the
supervision and guidance of the dentist in accordance with
generally accepted dental standards.

Any hospital, surgscol or treatment focility, or for services of an
anesthesiologist or anesthetist.

. Prescription drugs or pre-medicotions, whether dispensed or

prescribed

. Any service not spedficallylisted in “Adult Dental Benefit” ond

“Pediatric Dental Benefit" section, as applicable.

. Any service that:
a. Isnataneligible benefit based on clinscal review;
b Doesnot afavorable prognosis;

¢ Doesnothove umlnrm pao{essnnnd endorsement; or
d Is be alor i alin
nature,
Orthodontic services unbess otherwise stated inthis policy.
Any expenseincurred before the covered person’s effective
dote or ofter the dote the covered person's coverage under
this policy terminates.
Services provided by someane who ordingsity livesin the
covered person’s home or wha is o family member,
Charges expeeding the reimbursement Bmit for the service,
Local anesthetics, irrigation, bases, pulp caps, temporary
dental services, study models, treatment plans, ocdusal
adjustments or tissue preparation associated with the
impression or plocement of a restoration when charged os o
separate service. These services are considerad an integral
pnlt oI'Lhe entire dentol service,
of

ic appliances.
.ﬂcny ngul or nonstlgmd treutmmfmwjumm

mcluqunny oint disorder,
dibul dlsnade«urotlmcumiuons

0. Anytypeofimplont ond oll reloted services, i
crawns or the prosthetic device attached toit;

b.  Precision or semi-precision ottochments;

¢ Overdentures and any endodantic treatment associated
with overdentures; or

d.  Other customized attachments.

Any service reloted to:

@ Altering vertical dimension of teeth;

b. Restoration or maintenonce of ecclusion;

¢ Splinting teeth, including multiple abutments, or any
service to stobilize periodontolly weakened teeth;

d. Replocdng toath structureslost as a result of abrasion,
attrition, erosionor abfroction; or
Bite registration or bite analysis.

8 fees fior tregtment performed by someone other thang
dentist except for scaling and teeth cleaning, and the topécal
application of flucride that con be performed by olicensed

~
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o{the joint hnlmg the jow bone and shull unless atherwise
stated in this policy; or treatment of the facial musdes used
in expression and chewang functions, for symptoms including,
bt nat limited to, headoches.

Elective removal of non- pathologic impacted teeth.
Preventive contred progroms incheding, but net limited to,
oral hygiene instructions, plague control, take-home items,
prescriptions, and dietary planning.

The replacernent of any lost, stolen, dormaged, misplaced or
duplicote major restoration, prosthesis and/or opplionce,
Caries susceptibility testing, lab tests, saliva samples,
anoerobic cultures, sensitivity testing or charges for oral
pathology procedures.

Partiol ostectomy/sequestrectomy for removel of
non-vital bone.
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Pediatric dental limitations & exclusions

In oddition to the LIMITAT IONS AND EXCLUSIONS section and any
exclusions listed in this “Pediotric Dentol Benefits" section, the
foltowing limitations and exclusions also apply to pediatric dental
benefits:

1. Anyexpense ariging from the completion of forms.

2. Any service we consider cosmetic dentistry unless it is required

asaresult of an accdental injury sustoined while o covered
personis covered under this policy. We consider the following

b Restoration or maintenance of acclusion;

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

d. Reploging tooth structureslost os a reselt of obrasion,
attrition, erosionar abfraction; or
ﬁtemrutmmhﬁeumﬁas,

olmo-donnc services unless specified in this“Pediotric Dental

Benefit” section.

procedures to be cosmetic dentistry: 6. Local anesthetics, irrigation, bases, pulp caps. study models,
0. Facingson crowns or pontics {the portion of o fixed treatment plans, occlusal adjustments or tissue preparation
bridge between the abutments) posterior to the second associated with the impression or placement of a restoration
bécuspid; when charged 05 o separate service. These services e
b Anysewioeper{amed primarily to imprave appearance; considered an integral part of the entire dental service.
L Anynon- dental expenses incurred for services
et Emmcleﬁm»nns and personalization of prosthetic rendered outside of the United States.
devices, 8 Preventive control programs incheding, but not limited to,
3 Ehnrgaior oral hygiene instructions, plague control, take-hame items,
Precision or semi-precision ottochments. prescriptions, and dietary planning.
n Overdentures and any endodontic treatment associoted 9. The replacernent of any lost, stolen, dornaged, misploced
with overdentures. or duplicate major restoration, prosthesis andlor oppliance
¢ Other customized attachments. except when the appliance or prosthetic is over five years old,
d. .ﬁnywrvml'ur 3Dlmuglng h:onelmmunuges} orwhen medically necessary,
e Addith 15 or equipment 10. c«iessusoepuhuhtytesmg labtests, saliva samples,
usednthedﬂmfry of dental core, bic cultures, ytesting or charges for oral
f. Charges for treatment rendered by family member or mlhnlogypmcedms_
personwho resides with the covered person, 11, Any services for tooth transpl
4. Any service related to: 12 Anysemmefeeslnrpmempost operalive serices.

0. Altering verticol dimension of teeth or changing the
spacing and/ or shape of the teeth;

Insured by Humana Insurance Company.

Applications are subject to opproval. Woiting periods, limitations and exclusions apply. This document contoing a general
summary of benefits, exclusions and limitations. Please refer to the pelicy for the actual terms ond 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.

Policy number: IL HUMD IND 2017

Humana.
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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 1D card (TTY: 711).

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

Ry (Chinese): (8 : MIAEERMAY DI HENENEHEE. MRRSREEARERE (TTY ! 711) -

Tiéng Viét (Vietnamese): CHU ¥: N&u ban ndi Tigng Viét, cé cic dich vy ha tre ngdn nglr mign phi danh
cha ban. Goi s& dién thoai ghi trén thé 1D cha quy vi (TTY: 711).

20| (Korean): F2| : #2HF MBBHAl= 2, 20 XY MUIAR 222 0|28 4 AUHLICH. ID 7LE00 He Y=
HER MU SHAIL (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 D card (TTY; 711).
Pyccrmia (Russian): BHUMAHME: Ecnu Bbi TOBOPWTE Ha PYCCKOM AZbIKE, TO BaM LOCTYNMHEI BecnnatHe
yenyrv nepeeoga. HabepuTe HOMED, YKa3aHHbIA HA BALLEN KAPTOMKe-yA0CTOBEpEHWM (TeneTain: 711).
Kreyal Ayisyen (French Creole): ATANSYON: Siw pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib
gratis pou ou. Rele nimewo ki sou kat idantite manm ou (TTY: 711).

Francais (French): ATTENTION : 5i 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 bezplatnej pomocy jezykowej.
Prosze zadzwonié pod numer podany na karcie identyfikacyjnej (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos,
gratis. Ligue para o nimero presente em seu cartdo de identificagdo (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 hrer Versicherungskarte
befindet (TTY: 711).

B#EE (Japanese): ;I BWO - AXREBEINEBS. BEHOBEIEECHRAVEETET., BFHEDI1D
H=-FEREBRIhTWSEBEESETIME LIV (TTY : 711).

eyl (Farsi):
Al o palid lan gy Bl gy U5 Ot (a8 o 0585 uiyld ) oy S iammgs
ATTY: 711) 00 5 alad o5 ol oS o) oali oglan by
Diné Bizaad (Navajo): Dii baa ako ninizin: Dii saad bee yanilti'go Diné Bizaad, saad bee akiinida'awo'dgé’,
t'ad jiik'ch, ¢i nd héld, namboo ninaaltsoos yézhi, bee néé ho'ddlzin bikad'igii bee holne’ (TTY: 711\

d ya)l (Arabic):
il ey Ll olaally o y8lga dygalll sasluall Siloas old @alll S35 Sases wuS 13] dbgada
711 Sl g pall e 08 )) ol Aol daggll dBllay e oo gall

GCHJR2TEN
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