Dental

Schedule
of Benefits

2024

January 1st - December 31st

a | Leon Health is an HMO plan with a Medicare Contract.
/ Enrollmentin Leon Health, Inc. depends on contract renewal.
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2024 Dental
Schedule of Benefits

This document describes your covered dental benefits and services. Some services may be
either limited or excluded. For questions about your dental benefits, or to find a network dentist,
visit www.leonhealth.com or call Member Services at 1-844-969-5366.

Deductible

There’s no deductible under this dental plan.

Annual Maximum
There’s a $5,000 maximum benefit under the Leon MediDual and Leon MediMore plans.
There’s a $7,000 maximum benefit under the Leon MediExtra plan.

These are the maximum dollar amounts the dental plans will cover towards the cost of your
dental care.

You are responsible for paying all costs above the annual maximum amount.

Dental Benefits

The copayments listed in the table below only apply when you’re treated by a general dentist
or dental specialist in our network. If you get a service not listed in the schedule of benefits, or
from a dentist or other provider not in our network, you’ll have to pay the full cost.

You should discuss all treatment options with your network dentist and request a written
treatment plan before receiving dental care.
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Code Description Limitation You Pay

Exams, x-rays, and tests

D0120 Periodic Oral Evaluation 1/ year $0

D0140 Limited Oral Evaluation — Problem Focused 1/year $0 g

DO150 g;?ﬁ{sﬁggigﬁeﬂal Evaluation — new or 1/ year $0 0§

D0160 Detailed and extensive oral eval-problem 1 - 6 months $0 —
®

DO170. | (¢Ziabiished patient not post-aperative visiy 1-6months | $0 I

DO0171 Re-Evaluation - post - operative office visit $0 %

D0180 gscir:é)“r;r]\eeg;i\a/gei?riodontal Eval - new or 1-3years $0 §

D0210 Intraoral - Complete series of radiographic images 1/ year $0 OI{IE

D0220 Intraoral - Periapical - First radiographic image 1/ year $0 “3

D0230 ilrr:tgzoeral - Periapical - each additional radiographic 1/ year $0 %

D0240 Intraoral occlusal radiographic image $0 %

D0270 Bitewing - Single Radiographic Image 1 - 6 months $0 d

D0272 Bitewings - Two Radiographic Images 1 - 6 months $0

D0273 Bitewings - Three radiographic Images 1 - 6 months $0

D0274 Bitewings - Four Radiographic Images 1/ year $0

D0277 Vertical Bitewings — 7 to 8 radiographic images 1/ year $0

D0330 Panoramic Radiographic Image 1/ year $0

D0365 Qone be_am CT capture and interpretation yvith $0

field of view of one full dental arch — mandible

D0460 Pulp vitality testing 3 -2 years $0

D0601 Caries risk assessment, low risk 1 -3 years $0

D0602 Caries risk assessment, moderate risk 1 -3 years $0

D0603 Caries risk assessment, high risk 1 -3 years $0
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Code Description Limitation You Pay

Cleanings (Preventive)

D1110 Prophylaxis (routine cleaning) - Adult 1 - 6 months $0
%o D1204 Topical application of fluoride - Adult 1/year $0
% D1330 Oral hygiene instructions $0
t D1310 Nutritional counseling for control of dental disease 1/year $0
g D2140 Amalgam - one Surface, primary or permanent $0
g D2150 Amalgam - two Surfaces, primary or permanent $0
3 D2160 Amalgam - three Surfaces, primary or permanent $0
% D2161 ﬁqrgr?(lagne;m - four Surfaces or more, primary or per- $0
k—é“ D2330 Resin - based composite - one surface, anterior $0
% D2331 Resin - based composite - two surface, anterior $0
jg: D2332 Resin - based composite - three surface, anterior $0
D
) D2335 sRL?r?Iar::esB gf iendvc():hc/)irr?g ?ﬁgzélfggglzr(r:r%frior) $0
D2390 Resin - based composite crown, anterior $0
D2391 Resin - based composite - one surface, posterior $0
D2392 Resin - based composite - two surface, posterior $0
D2393 Resin - based composite - three surface, posterior $0
D2394 sgssggr{o?ased composite - four or more surfaces, $0
D2710 Crown - resin - based composite (indirect) $0
D2712 Crown - % resin - based composite (indirect) $0
D2720 Crown — resin with high noble metal $0
D2721 Crown — resin with predominantly base metal $0
D2722 Crown - resin with noble metal $0
D2740 Crown - porcelain / ceramic substrate $0

6
H4286_DENTALBENEFIT2023_M



Code Description Limitation You Pay

D2750 Crown - porcelain fused to high noble metal $0

D2751 %reot\;vln - porcelain fused to predominantly base $0

D2752 Crown - porcelain fused to noble metal $0 §

D2753 (tli;g;viz%pacilrg;éain fused to titanium and $0 0§

D2780 Crown - % cast high noble metal $0 =

D2781 Crown - % cast predominantly base metal $0 i

D2782 Crown - Full cast noble metal $0 %

D2783 Crown - Full porcelain / ceramic $0 ;?

D2790 Crown - Full cast high noble metal $0 .

D2791 Crown - % cast predominately base metal $0 :g%

D2792 Crown - % cast noble metal $0 rj?

D2794 Crown - titanium $0 %

D2799 Provisional crown - furthe_r treatment or completion $0 %
of diagnosis necessary prior to final impression o

D2920 Recement or rebond crown $0

D2940 Protective restoration $0

D2950 Core buildup, including any pins when required $0

D2951 Pin retention - per tooth, in addition to restoration $0

D2952 ]I;%sr’itcaar;gdcore in addition to crown, indirectly $0

D2953 E)%?E additional indirectly fabricated post — same $0

D2954 Prefabricated post and core in addition to crown $0

D2955 f;]()esrggilr)r]oval (not In conjunction with endodontic $0

D2957 Each additional prefabricated post - same tooth $0

D2971 Additional procedures to construct new crown $0

under existing partial denture framework
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Code Description Limitation You Pay

Root Canals (Endodontics)

Apexification/recalcification - initial visit
D3351 (apical closure / calcific repair of perforations, root $0
resorption, etc.)

D3110 Pulp cap - direct (excluding final restoration) $0
)
%D D3120 Pulp cap - indirect (excluding final restoration) $0
)
é D3220 Therapeutic pulpotomy (excluding final restoration) $0
D3221 Pulpal Debridement, Primary And Permanent Teeth $0
(%]
5 Endodontic therapy, anterior tooth (excluding final
(V]
o DSSI0 restoration) $0
m
= Endodontic therapy, bicuspid tooth (excluding final
= D3320 restoration) $0
()] . .
- Treatment of root canal obstruction; non-surgical
§ D3331 access $0
3
T Incomplete endodontic therapy; inoperable,
° D3332 unrestorable or fractured tooth $0
O
= D3333 Internal root repair of perforation defects $0
e
E
T
c
o
et

Apexification / recalcification — interim medication $0
replacement

Apexification/recalcification - final visit (includes
D3353 completed root canal therapy - apical closure / $0
calcific repair of perforations, root resorption, etc.)

D3352

D3410 Apicoectomy — anterior $0
D3421 Apicoectomy — bicuspid (first root) $0
D3425 Apicoectomy — molar (first root) $0
D3426 Apicoectomy (each additional root) $0
D3427 Periradicular surgery without apicoectomy $0
D3430 Retrograde filling - per root $0
D3450 Root amputation - per root $0
D3920 Hemisection (including any root removal), not $0

including root canal therapy

D3999 Unspecified endodontic procedure, by report
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Code

Description

Gum and Bone Treatment (Periodontics)

Gingivectomy or gingivoplasty - four or more

Limitation

You Pay

D5110

Complete denture — maxillary

1 set of any
combination of
maxillary and
mandibular full/
partial dentures
every 5 years

D4210 contiguous teeth or tooth bounded spaces per 1 - 6 months $0
quadrant
Gingivectomy or gingivoplasty - one to three con-

D4211 tiguous teeth or tooth bounded spaces per quad- 1 - 6 months $0
rant
Periodontal scaling and root planing - four or more )

D4341 teeth per quadrant 1- 6 months $0
Periodontal scaling and root planing - one to three )

D4342 teeth, per quadrant 1- 6 months $0
Scailing in the presence of generalized moderate

D4346 or severe gingival imflammation - full mouth, after 1 - 6 months $0
oral evaluation
Full mouth debridement to enable

D4355 comprehensive evaluation and diagnosis 1- 6 months $0

D4910 Periodontal maintenance 1 - 6 months $0

D4921 Gingival irrigation - per quadrant 1 - 6 months $0

Dentures (Removable prosthodontics)

$0

D5120

Complete denture — mandibular

1 set of any
combination of
maxillary and
mandibular full/
partial dentures
every 5 years

$0

D5130

Immediate denture — maxillary

1 set of any
combination of
maxillary and
mandibular full/
partial dentures
every 5 years

$0
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Leon Health, Inc. « H4286, Dental Benefits

Code Description Limitation You Pay
1 set of any
combination of
. . maxillary and
D5140 Immediate denture — mandibular mandibuiar full/ $0
partial dentures
every 5 years
1 set of any
combination of
D5211 Maxillary partial denture - resin base (Including maxillary and $0
any conventional clasps, rests and teeth) mandibular full/
partial dentures
every 5 years
1 set of any
combination of
D5212 Mandibular partial denture - resin base (Including maxillary and $0
any conventional clasps, rests and teeth) mandibular full/
partial dentures
every 5 years
1 set of any
Maxillary Partial Denture — Cast Metal combination of
D5213 Framework With Resin Denture Bases maxillary and $0
(Including Any Conventional Clasps, Rests and mandibular full/
Teeth) partial dentures
every 5 years
1 set of any
Mandibular partial denture — Cast metal combination of
D5214 framework with resin denture bases maxillary and $0
(including any conventional clasps, rests and mandibular full/
teeth) partial dentures
every 5 years
D5410 Adjust complete denture — maxillary $0
D5411 Adjust complete denture — mandibular $0
D5421 Adjust partial denture — maxillary $0
D5422 Adjust partial denture — mandibular $0
D5510 Repair Broken Complete Denture Base $0
D5511 Repair broken complete denture base, mandibular $0
D5512 Repair broken complete denture base, maxillary $0
Replace missing or broken teeth - complete
D5520 denture (each tooth) $0
10
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Code Description Limitation You Pay

D5610 Repair resin denture base $0

D5611 Repair resin partial denture base, mandibular $0

D5612 Repair resin partial denture base, maxillary $0 Q

D5620 Repair cast framework $0 g

D5621 Repair cast partial framework, mandibular $0 ®

D5622 Repair cast partial framework, maxillary $0 g

D5630 Repair or replace broken clasp - per tooth $0 %

D5640 Replace broken teeth - per tooth $0 5

D5650 Add tooth to existing partial denture $0 §

D5660 Add clasp to existing partial denture - per tooth $0 =

D5670 fl?:rr::\(fveoﬁ(ll(trﬁztxt?”:r;}?)acryIIic on cast metal $0 ig
: =

D5671 ]I::aeﬁqlg\(’:v% S(H(Le"nzzhd?bnudlaar?ry”lc on cast metal $0 %

D5710 Rebase complete maxillary denture $0 %

D5711 rebase complete mandibular denture $0 @

D5720 Rebase maxillary partial denture $0

D5721 Rebase mandibular partial denture $0

D5730 Reline complete maxillary denture (chairside) $0

D5731 Reline complete mandibular denture (chairside) $0

D5740 Reline maxillary partial denture (chairside) $0

D5741 Reline mandibular partial denture (chairside) $0

D5750 Reline complete maxillary denture (laboratory) $0

D5751 Reline complete mandibular denture (laboratory) $0

D5760 Reline maxillary partial denture (laboratory) $0

D5761 Reline mandibular partial denture (laboratory) $0

D5850 Tissue conditioning, maxillary $0

D5851 Tissue conditioning, mandibular $0
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Leon Health, Inc. « H4286, Dental Benefits

Dental Implants (Implant Services)

Code Description Limitation You Pay
Modification of removable prosthesis following

D5875 implant surgery $0
Unspecified removable prosthodontic procedure,

D5899 by report $0

To support the lower full denture on fully edentulous lower arch only. Does not include
membranes and / or bone replacement or graft.

D6010 i::giq;cr:]?l placement of implant body: endosteal 2 -5 years $0

D6020 Q:Etarztent placement or substitution: endosteal $0

D6052 Semi - precision attachment abutment $0

D6058 Abutment supported porcelain / ceramic crown $0

D6059 Abutment supported porcelain fused to high noble $0
crown

D6060 Abutment supported porcelain fused to base metal $0
crown

D606 gtélgrl]gr;tws#pported porcelain fused to noble $0

D6062 Abutment supported cast metal crown, high noble $0

D6063 Abutment supported cast metal crown, base metal $0

D6064 Abutment supported cast metal crown, noble metal $0

D608 Scaling arjd debrideme_n_t in the presence of $0
inflammation or mucositis of a single implant

D6085 Provisional implant crown $0

D6111 Implant/abutment suppqrted removable denture for $0
edentulous arch - mandibular

Crowns and Pontics (Fixed Prosthodontics)

D6210 Pontic - cast high noble metal $0

D6211 Pontic - cast predominantly base metal $0

D6212 Pontic - cast noble metal $0

D6214 Pontic - titanium $0

D6240 Pontic - porcelain fused to high noble metal $0
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Code Description Limitation You Pay
D6241 Pontic - porcelain fused to predominantly base $0
metal

D6242 Pontic - porcelain fused to noble metal $0 =

. . . . (@)
D6243 ’IcTtgrr]\tllle r;(lakr)(;eslaln fused to titanium and $0 g
D6245 Pontic - porcelain - ceramic $0 ®
D6250 Pontic - resin with high noble metal $0 g
D6251 Pontic - resin with predominantly base metal $0 (%
D6252 Pontic - resin with noble metal $0 ::*;)
D6720 Crown - resin with high noble metal $0 §
D6721 Crown - resin with predominantly base metal $0 .§
D6722 Crown - resin with noble metal $0 “&r\g
D6740 Retainer crown - porcelain / ceramic $0 g
D6750 ﬁeettzllner crown - porcelain fused to high noble $0 %
D6751 bRae;(aair::ertgrlown - porcelain fused to predominantly $0 5):
D6752 Crown - porcelain fused to noble metal $0
D6753 E{z’tnaiil?rﬁra(ilrg%n - porcelain fused to titanium and $0
D6780 Crown - % cast high noble metal $0
D6781 Crown - % cast predominantly base metal $0
D6782 Crown - % cast fused to noble metal $0
D6783 Crown - % porcelain / ceramic $0
D6784 Retainer crown % - titanium and titanium alloys $0
D6790 Crown - full cast high noble metal $0
D6791 Crown - full cast predominately base metal $0
D6792 Crown - full cast noble metal $0
D6794 Retainer crown - titanium $0
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Code Description Limitation You Pay

D6930 Recement or Rebond fixed partial denture $0

D6940 Stress breaker $0

D6999 Unspecified fixed prosthodontic procedure, $0
by report

Extractions and Removals (Oral and Maxillofacial Surgery)

(]
o0
©
—
(]
>
o
o

Extraction, erupted tooth or exposed root $0

D7140 (elevation and / or forceps removal)

Extraction, erupted tooth requiring removal of bone
D7210 and/or sectioning of tooth, and including elevation $0
of mucopiosteal flap if indicated

Z

£

c

]

m

T

c

]

()]

3 D7220 Removal of impacted tooth - soft tissue $0

N

T D7230 Removal of impacted tooth - partially bony $0

J D7240 Removal of impacted tooth - completely bony $0

< Removal of impacted tooth - completely bony, with

© D7241 unusual surgical complication $0

T . . .

= D7250 Surgical removal of residual tooth roots (cutting $0

< procedure)
D7251 Coronectomy - intentional partial tooth removal $0
D7260 Oral antral fistula closure $0
D7261 Primary closure of a sinus perforation $0
D7270 Tooth reimplantation and/or stabilization of

accidentally evulsed or displaced tooth

D7280 Exposure of and unerupted tooth

D7286 Incisional biopsy oral tissue - soft $0

D7287 Exfolliative cytological sample collection $0

D7310 Alveoloplasty in conjunction with extractions - four $0
or more teeth or tooth spaces, per quadrant

D7311 Alveoloplasty in conjunction with extractions - one $0
to three teeth or tooth spaces, per quadrant

D7320 Alveoloplasty not in conjunction with extractions - $0
four or more teeth or tooth spaces per quadrant

D7321 Alveoloplasty not in conjunction with extractions - $0
one to three teeth or tooth spaces, per quadrant
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Code Description Limitation You Pay

D7410 Excision benign lesion up to 1.25 cm $0

D7450 Removal benign odontogenic cyst / tumor - lesion $0
diameter uo to 1.25 cm o
D7471 Removal of exostosis, per site $0 %
D7472 Removal of torus palatinus $0 =
)
D7473 Removal of torus mandibularis $0 _
- , , @
D7510 Incision and drainage of abscess - intraoral soft $0 S
tissue ol
Incision and drainage of abscess - intraoral soft =
D7511 tissue - complicated (includes drainage of multiple $0 =
fascial spaces) a
D7520 1ncision and drainage of abscess - extraoral soft $0 I
issue =
D7970 Excision of hyperplastic tissue - per arch $0 3
o
Consultation (diagnostic service provided by o
D9310 dentist or physician other than requesting dentist $0 &
or physician) 3
D9940 Occlusal guard, by report $0 ‘_?.,
a
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Leon Health, Inc. « H4286, Dental Benefits

Non-covered Services
The plan does not cover the following:
* Dental services not listed in this Schedule of Benefits
* Dental services received from an out-of-network dentist

» Services or items listed in the Exclusions section or dental services that exceed frequency
limitations

You’re responsible for all charges related to any excluded services. You must also pay the costs
of any services received greater than the limits specified.

EXCLUSIONS
« Oral surgery requiring the setting of fractures or dislocations.

» Any treatment, which cannot be, performed due to the general health and physical limits
of the eligible member, as indicated by said member’s personal physician or dentist.

» Any dental procedure considered experimental.

» Any treatment paid for by Worker’'s Compensation or employer’s liability laws, by a fed-
eral; or state government agency or other insurance coverage carried by the member. Any
treatment provided without cost by any municipality, county or other political subdivision.

» The administration of general anesthesia.
» Any dental care provided by a non-participating general dentist or specialist.
* Services resulting from any act of war, declared or not, or resulting from military services.

» The dentist shall have the right to refuse treatment to a member who fails to follow a pre-
scribed course of treatment.

» Any dental treatment started and or completed prior to the member’s effective date for eli-
gibility of dental benefits including but not limited to teeth prepared for crowns, root canals
in progress and dental implants.

» Any services associated with dental implants not originally placed by a Leon Medical Cen-
ter participating provider.

* All related fees for admission, use, or stays in a hospital, outpatient surgery center or
other similar care facility.

» Any procedure that in the professional opinion of the participating dentist or specialist: 1)
has poor probability for success based on the condition of the tooth or teeth and or im-
plants or surrounding structures, 2) is inconsistent with generally accepted standards for
dentistry.

 Restorations placed solely for cosmetic reasons.

» D4381 — Localized Delivery of Antimicrobial Agents.
16
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* Extractions of teeth, when teeth are asymptomatic show no signs of infection, including
but not limited to the removal of third molars.

» Treatment or extraction of non-infected primary teeth when normal loss is imminent.

» Accidental injury defined as damage to the hard and soft tissue of the oral cavity resulting
from forces external to the mouth.

» Exams or consultation for non-covered benefits and out-of-network procedures.
 Orthodontic procedures and/or services in general.

* Fabrication of D5225 and D5226 (flex-base partials) or services related to those appli-
ances.

* The benefits schedule is valid at Leon Medical Centers’ dental facilities and contracted
specialist dental offices only.

Leon Health is an HMO plan with a Medicare Contract. Enroliment in Leon Health Plans, Inc.

depends on contract renewal. ATENCION: Si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llama al 1-844-969-5366 (TTY:711). Leon Health Plans,
Inc complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability or sex.
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