of Tennessee

Summary of Benefits

BlueCross BlueShield

Nashville Musicians Association

DentalBlue

Standard Plan

Dental Option: 1
Effective Date: January 1, 2019

Deductible Calendar Year
Applies to Coverage B and C only

$50

Individual

Family
$150

Benefit Maximums

Applies to Coverage A, B, and C (per Calendar Year)

$1,500

Benefit Percentages apply to

Any Dentist*

Covered Services

Benefit Percentages

Coverage A
Exams, X-rays
Cleanings, Fluoride
Sealants, Space Maintainers

100%

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

80%

Coverage C
Major Restorative and Prosthodontics

10%

Coverage D
Orthodontics

Not Available

Preferred Option

Network Dentists paid at PPO fee schedule; non-network dentists paid 30%

less than PPO fee schedule

National Network

Included

Blue365

Lasik surgery,

Discounts on health and wellness services including routine vision care,

weight loss and fitness centers, 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.

COVERED SERVICES, LIMITATIONS, &
EXCLUSIONS

Exams
Covered: Standand exams §

and oral

Limitations: The benefits provided for crown and bridge restorations
include benefils for the senvices of crown preparation, temporary or

L CIowns, Imp! 2 and bon. Benefils will not be
provided for a core buildup separale from those provided for crown
consfruction, except in those cirumstances where benefits are provided
for a crown because of severe carious lesions or fracture is so extensive

and Kfetime defned on G of Benefils.
Muliiple of may be allowed subject to
the Wetime Al shall be deemed to have

been concluded on the last date freatment performed duning Member's
Coverage, even i a prior approved Treatment Plan has not been
completed

2

that refention of the crown would not be Post and core

or repar of any losl, stolen and damaged
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® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.




MCINENG NITIED OF:M EVAILANNG (EXATS).
Limitations: No more than one standand examin any 6-month period. No
more than one elmrwn:yexann any 12 mnlh penod. No more than
one [ , Or exam n any 36-
mondh period.

and i

Xrays
Covered: Full mouth series, infraoral and bitewing radiographs (x-rays).
Limitations: No more than one full mouth set of x-rays in any 36-month
period. A full mouth set of x-rays is defined as edher an infraoral

are Covered only when performed in conpunelion with a Covered crown
or brddge. Crrwn and badge repar and re-cementation are Covered
separalely only after 12 months from the date of inifial placement
Denture adusiments are Covered separately from the denfure only after

G months daie of mitial Nomore than one denfure

refine trmhasen:myiﬂinmihperui

Exchusions: Other major SEIVICES | dafive flings

and coping. Other es i ASH
bars, stress and coping metal.

seres or panoramic x-ray. Benefits provided for either include benefils for
dll necessary infraoral and bilewing films taken on the same day. No

Basic i
Covered: Pulpotomy, pulpal therapy.
Lniallon: Fnr[n'na'ymlhmly Not Covered when performed n

under the
n orthodontic treaiment.
Other Exclusions From Cov erage
1} This EOC does not provide benefits for the following services
supplies or chamges:
2} Dental services received from a dental or medical department
mairdamned by or on behalf of an Employer, mulual benefit association,
labor union, frusiee or samilar person or group.
3} Chames for services performed by You or Your spouse, or Y our or
Your spouse’s parent, sister, brother or child.
4} Services rendered by a Denlist beyond the scope of his or her bcense.
5} Denlal services which are free, or for which Y ou are not required or

Plan. Surgical procedures to aid

more than four bilewing fims in any 12-month period. Bilewmng fims must wilh major The benefits for basic legally ohiigated fo pay or for which no champe would be made f You had

be taken on the same date of senvice. endodontic treaiment include benefits for x-rays, pulp viially tests, and no dental Coverage.

Exchrsions: Exiraoral, shull and bone survey, ﬁlﬂlmphlg Th, and ive: fillings provided in ion wilh basic 6} Dental services to the extent thal charges for such senices exceed the
urvey x-ray flms, films and & Pulpal debei charge that would have been made and colected  no Coverage existed
C fims and di may be Mhajor Endodontics hereunder.

covered as benefils under C D Root canal and 7} Dental services covered by any medical insurance coverage, or by any

Cleanings, Fluoride Treatment apicoectomy sendces, root i filling, other non-dental coniract or cerfificale issued by BlueCross BlueShield of

Covered: Aml and chid prophylaxis {cleaning). Child and adult (subject pulp cap. or any other i carmier, or plan. For

to age lmd fluaride with or without 2 Limitations: No more than one mot canal or removal of i teeth, tumors of ip and gum, accidental

prophylaxis. apexificaion per tooth in 60month period. No more than one apicoectomy  injuries 1o the teeth, etc.

Limitations: No more than one of any prophylaxis or periodontal
Mantenance procedure n any Gmonth peniod. Penodonial manlenance
procedures are subject to addiional Emitations Bsted below under Basic:
Penodoniics in Seciion V1, and may be subject to a different Co e

per mot per lifefime. Thetﬂ'leﬂslu'nmrmmhmh:mlmhm
benefits for x-rays, pulp vitality fests,

8) Any couwrd-ordered freatment of a Member unless benefits are

filngs mdlﬂnm:xyﬂilg matenial provided in conjunction wihmlr

level under Altachment C: Schedule of Benefits. No more than one
fuoride ireaiment in any 12-monih period, for Members under age 19.
Fluoride must be applied separalely from prophylaxis paste.
Sealants, Space ﬂ-l-ull

Other Py Services,
mantaners.
Limitations: No more than one sealant per first or second molar footh
per ifefime, for Dependents under age 16. Space mantaners for
Dependents under age 14. No more than one recementation i any
12month period
Exchusionsa: Nutriional and fobacco counseling, oral hygiene
mstuctions.
Basic Restorative Services

space

canal and i

therapy
Basic Pericdonlics
Covered: Non-sunpcal
oot planing, full mouth
procedure.
Limitations: No more that one periodontal scaling and root planing per
quadrant in any 24month perod. No more than one full mouth
ﬂztn‘lermrl perielrm No nneih:m one of any prophylaxs

or n any Gmonth perod.
Cleanings are sulject to addiional Emitabions Bsted under Preveniive
Services, and may be subject fo a different Coverape level under
Altachment C: Schedule of Benefils. Benefils for perodonial manienance

scaling and
and i

Basic Ve SEMCes,
{silver fllngs). resin composile restorations (footh colored fillings),
stainless steal crwns Palialive (emaqpnl;y) treatment for the relef of

are v only afler aclive periodontal mﬁm'l(alglll or Non-
surgical), and no sooner than 90 days after of such
Bmeﬁisfu'pmuimlﬂ scaling and mot planing, full mouth debrdement,
and a5 are not provided when more
than one of these procedures is performed nnihe same day.
Ex:luinn- Pmuinl qlinmg sling inthe presence uf;)n(;\r.i

pain. Other SEIVICES, ing repair of full and parfial
dentures.
Limitations: No mom than one amalgam or resin resloration per tooth
surface i any 12-month penod. R of existing and
resn umw:ﬂe rﬁhﬁluﬁ Cnvu'ed only afler 12 mondhs fromthe date
of iniial L steel crowns Covered only
after 36 rmrlhﬁfmnﬂn dale dnild restoraion. No more than one
repair per denfure per 24 months.

& Gold fol i
Major Restoralive Services

Covered: Single tooth restoralions, ncluding crowns (resin, porcelan, %
casl, and full cast), intays and onlays resin and 1

payable.
9} Courses of treaiment undertaken before You become Covered under

this program.

10} Any services performed BﬂH'YI]I.I cease fo be aIgHeﬁrcmﬂme
11} Dental care or listed in Atfach

Schedule of Benefils.

12) Any trealment or service that the Plan determines is not Necessary
Dendal Care, that does not dferafavmdle prognosis that does not meet
of denial care, orthat is

experimental in nature.
13) Services or supples for the treaiment of work related -I'Bﬁi or mjury,
of the or akh: of workers”

coverage. This exclusion does not apply to mjuries or linesses of an

employee who is (1} a sole-proprietor of the Group; {2} a pariner of the

Group; or {3} a corporate officer of the Group, pnwlhdihe dﬁ:erﬁaﬂ an

election not to accept Workers™ Ci if

government depariment.

14} Charges for any hospital or other supical or frealment facility and any

additional fees charged by a Dendist for tre:atment in any: such fauily

15) [hrlal SEMICES \ulh respect fo by

for This does nntexl;lnhlhe SENACES
L uluiarf‘ i benefils (if ¥

16} Replacement of tooth structure lost from wear or atinlion.

17} Dental senvices resulling from loss or theft of a denture, crown, bridge

or 3
18) Chames for a prosthetic device that replaces one or more lost,
exiracted or congenitally missing teeth before Y our Coverage becomes

and g
Major Periodontics
: Surgical e s i ra—— P 5
gingival flap crown T sumery and bone
and fissue grafling.
Limitations: No more than one major surgical in

any 36-month perod. Benefits provided for major penodonfics mchde
hamﬂﬁfnrsenmﬁ mhlailnm days of posioperalive cane

veneers.
Limitations: Only for the freaiment of severe canous lesions or severe
fracture on permanend teeth, and only when teeth cannot be

with an or resin
penmanend teeth only. For Dependents under age 12, benefils will not be
provided for cast crowns or laminate veneers. Replacement of single
tooth restorations Covered only after 60 months fromthe date of inifial
[Imrl

y and CIowWnS.
Prosthodontic &:vm Flnd m:
Covered: Fxed partial ponlics,

and Tissue and apically posiioned flap procedure
Basic Oral Surgery
Covered: Non-surgical lr:inph extrachions
Li - Benefils for ic oral sugery nclude benefils or
{hling} For sulwing and postoperative cane.
Exchesions: Renefils for general ia or infra thati
when performed in conjunclion with basic oral sumery.
Major Orall Surgery
Surgical removal of i teeth and

wistlom teeth), and other omal surgical procedures fypically not Covered
under a medical plan.

and abulment crowns, mlays, and onlays (resin, porcelam, 54 and full

cagt).

Limitations: Only for trealment where a missing footh or teeth cannot be
with a partial denture. For

La - Benefits provided for major oral surpery nclude benefils for

teeth only, no benefits for Dy under age 16. Rs of

local suluring and care. Benefits for mneml
i3 Or i (V) sedalion are A only in

with major oral supery procedures, and only when provided by a Dendist
fo such agenis.

fxed parfial dentures Covered only after 60 months from the date of mitial
placement.

G immediate and pariial

and any related oral sumery typically Covered
under a medical plan, ncluding but not limited to, excision of lesions and
bone fissue, freaiment of fractures, suburing, wound and other repair
procedures, TMJ and related procedures. Orthognathic sumery and

for

under the Plan unless i also replaces one or more nafural feeth

exiracted or} lost after Your leam became effeclive.

19} Dk for, or L of, or

1o comect bite problems or restore the [l:lilmnlrl:md
Joand dy ion (TAMJ) or

20) Implant supported prosthefics. Alemate benefils may be provided for

a standand crown, bridge or denture, at Our sole discrefion.

21} Diagnostic dntal senices such as diagnostic tesis and oral pathology

SBNices.

22) Adg

dental all local and general anesthesia,
and 12 (excepl as L under major oral surgery).

23) Charges for the trealment of desensifizing nni—nlmlr. drugs,

ocousal guands and adp

management, and bleaching.

24) Charges for the treaimend [ﬂmﬂeﬁ:mnﬂ visils wt:ilta the dental

office or after hours or for

BlueCross BlueShield
of Tennessee

Limitations: If, n the consiruction of a denfure, the Member and the Orihodonlics Services Cha TN 402
Dentist decide on a mmim‘l mdnnilm or io employ special rather Exams, it images, i casts, tanooga, 37
than or benefits p shalbe Bmiled  yrys ion and of and www_bebst com
to those which would e be prvided for the o reduce or eliminale an existing malocolusion. _
or malerials (as delermined by the Plan). Bmeﬂs are not provided for Limitations: The need for must be mmmwmﬂdd Inc., an L the:
Dependents under age 16. R Covered  entifying a that is hoth and @ Registered mesks of the BueCross E A anh af
only after GO months Ihfeﬂf"‘ﬂ comeciable, and a Treatment Plan must be submitted fo and app by fans
prog Inlern e ¥} - . the Plan. The Plan reserves the night to review the Member's dendal
cr Msjor records, Y xrays, and models to . -
Covered: Crown and tmltp services including core bulldups, post and ine whether T is Covered. Ovih This has been a publec
core, recementalion, and repair. Denture sences induding adustment, services may be mdm Dependents under a specified age kmil, as
relining, rebasing and fissue conditioning . Implants and supported defined on of Benefils. O senices may

local

be Emied by a MmrrumAlmudie Chame, Calendar Year Deductible

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.



ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al
1-800-565-9140 (TTY: 1-800-848-0298).

ie5ls puall sl 03;) 800-565-9140-1 63,5 Jail Olanally el 3155 Lygiell) Baslucall Oilods Ol8 (dilll JS31 Saos CS 13] :dbsganla
800-848-0298-1
AR NMREEAERPI . BULESEESESERE. FHE 1-800-565-9140 (TTY:1-800-848-0298) -

CHU Y: Né&u ban ndéi Tiéng Viét, cd cac dich vu hd trg ngdn ngi¥ mié&n phi danh cho ban.
Goi sd 1-800-565-9140 (TTY:1-800-848-0298).

FO|: B2 0{E AEStAI= AR, 2o] X[ MHIAE FEZ 0|83t = QU&LICH 1-800-565-9140
(TTY: 1-800-848-0298) Ho 2 T35sH F4 A2,

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
1-800-565-9140 (ATS : 1-800-848-0298).

?Uomu UL Mo’ . M 990, MVL 2 NIy cem_ 80 MwwI, losw T de 9,
U VL v 9. s 1-800-565-9140 (TTY: 1-800-848-0298).

MAFOR; U154 RIE RIICT NPT PFCTI® RC8 T SCERTE 1A ALTHEF FHIETPA: DL “IhtAd- ¢7C 2w~ 1-800-565-9140
(0P AAGFD-: 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-800-565-9140 (TTY: 1-800-848-0298).

Ael: 651 d¥ 8_1,&:2[«& slledl €L, dl (A:945 HIML AS AR HIRLHIEZ GUasE 8. 5id 52 1-800-565-9140
Y:1-800-848-0298)

EEEE  BREEFREINIBS. EHOSBEXEEIHAVELETET . 1-800-565-9140 (TTY:1-800-848-0298)
ET. BBREICTITEMESLEE L,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-800-565-9140 (TTY:1-800-848-0298).

m%;ﬁm%ﬁﬁﬂ%%ﬁmﬁqwﬁwmﬁmmil 1-800-565-9140 (TTY:1-800-848-0298)
T FieT

BHUMAHWE: Ecnn Bbl rOBOPUTE Ha PYCCKOM f3bIKe, TO BaM AOCTYrNHbl GecnnaTtHele ycnyru nepesofa. 3BoHUTE
1-800-565-9140 (TeneTtaiin: 1-800-848-0298).

\_1Juhsa?kﬁ_)ﬁhudl}ugﬂJt_lJJ@wﬂJJuMsmﬁ }i_lngu_uj.&ub_)‘\_:_)g\-\_ﬂ
2 3850 (a3 1-800- 565 9140 (TTY:1-800-848-0298)

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-800-565-9140 (TTY: 1-800-848-0298).

ATENCAQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-800-565-9140
(TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-565-9140 (TTY: 1-800-848-0298).

Dii baa ako ninizin: Dii saad bee yanilti‘go Diné Bizaad, saad bee aka’anida‘awo’déé’, t'aa jiik'eh, éi na
hélé. koii’ hadiilnih 1-800-565-9140 (TTY: 1-800-848-0298).

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans.
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Nondiscrimination Notice

BlueCross BlueShield of Tennessee (BlueCross) complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age,
disability or sex. BlueCross does not exclude people or treat them differently because of
race, color, national origin, age, disability or sex.

BlueCross:

e Provides free aids and services to people with disabilities to communicate
effectively with us, such as: (1) qualified interpreters and (2) written information in
other formats, such as large print, audio and accessible electronic formats.

e Provides free language services to people whose primary language is not
English, such as: (1) qualified interpreters and (2) written information in other
languages.

If you need these services, contact a consumer advisor at the number on the back of
your Member ID card or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability or sex, you can
file a grievance (“Nondiscrimination Grievance”). For help with preparing and submitting
your Nondiscrimination Grievance, contact a consumer advisor at the number on the
back of your Member ID card or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination Grievance in person or by mail, fax or
email. Address your Nondiscrimination Grievance to: Nondiscrimination Compliance
Coordinator; c/o Manager, Operations, Member Benefits Administration; 1 Cameron Hill
Circle, Suite 0019, Chattanooga, TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com (email).

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.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue
SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537—
7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
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