Missouri/Kansas

DENTAL SOURCE
PREMIER Plan 100/80/50

DenteMax Network

Annual Benefit - Per Person

Per centage of Cover ed Benefits Per Policy Y ear

TYPE |
DURING THE 1ST YEAR 100%
2ND YEAR AND THEREAFTER 100%

* 12-month waiting period (unless replacing pri

Yearly Deductible, Per Person

This deductible applies to Type Il and Il services

Payment is based upon allowable charges in

above allowable charges is not an eligible expenéesu may select any dentist.

................ $1000.00
TYPE I TYPE IIIl*
80% 0%
80% 50%

overage as described under “Takeover Benefit”)
$50

the mr&ahich service is rendered. A dentist fe

14

e

TYPE | (PREVENTIVE SERVICEYS)

TYPE 111 (MAJOR SERVICES)

Including:

Routine Exams (once every 6 months)
Prophylaxis (cleanings-one per 6 months)
Fluoride treatments for dependent children und
age 14 (one per 12 months)

Bitewing X-rays (once per 12 months)

Space Maintainers

TYPE Il (BASIC SERVICEY)

ncluding:
12 months waiting period (Unless prior Dental
Source Indemnity Coverage)
Major restorative services (crowns and inlays)
Prosthetics (bridges, dentures)
Replacement of prosthodontics, dentures, crowns
and inlays
Denture relines
General anesthesia (for services dentally necéssary

TYPE IV (ORTHODONTICS)

Including:

Full mouth or panorex X-rays (one per 36 month
Simple restorative services (fillings)

Simple extractions

Palliative treatment for dental pain, local anesthe
Oral Surgery

Endodontics (Root Canal Therapy)

Periodontics

l§50 ORTHODONTICS COVERAGE

Semi-Monthly Rates

Employee Only $14.93
Employee + One $28.05
Employee + Family $43.71

*Thispayroll deduction program isnot sponsored by the State
and isnot affiliated with the State M CHCP plans*

Marketed and Administered by:

DENTAL SOURCE OF MO AND KS, INC
12946 Dairy Ashford Ste. 360
Sugar Land, TX 77478
(281) 313-7150 — (866) 481-9473
FAX: (281) 313-7155

Underwritten By:

FIRST CONTINENTAL LIFE & ACCIDENT INSURANCE CO.
12946 Dairy Ashford, Suite 360
Sugar Land, TX 77478
(281) 313-7150 - (877) 493-6282
Fax (281) 313-7155
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Limitations and Exclusions

Covered Expenses Will Not Include and No Benefiifi ié Payable:

1. For major services in the first 12 months that thsured is
covered, except as may be provided in the Take®esrefits
provision.

2. For any treatment which is for cosmetic purposesoocorrect
congenital malformations, except for medically reszgy care and
treatment of congenital cleft lip and palate.

3. To replace any prosthetic appliance, crown, inlay omlay
restoration, or fixed bridge within five years bktdate of the last
placement of these items, unless required becduae accidental
bodily injury sustained while the Insured is cowkré&replacement
is not covered if the item can be repaired.

4. For initial placement of any prosthetic appliancefired bridge
unless such placement is needed because of thacttr of
natural teeth during the same period of continumwerage. But
the extraction of a third molar (wisdom tooth) wilht qualify the
item for payment. Any such appliance or fixed gedmust
include the replacement of the extracted tootheetit Coverage
does not include the part of the cost that appiescifically to
replacement of teeth extracted prior to the peofocbverage.

5. For addition of teeth to an existing prosthetic legree or fixed
bridge unless for replacement of natural teethaex&d during the
same period of continuous coverage.

6. For any expense incurred or procedure begun béfierénsured’s
current period of continuous coverage.

7. For any expense incurred or procedure begun dfeedrtsured’s
insurance under this section terminates, exceptaf@rosthetic
appliance, fixed bridge, crown, or inlay or onlastoration for
which both (a) the procedure begins before inmeands and (b)
the item’s final placement is within 90 days aftesurance ends.

8. To duplicate appliances or replace lost or stofgsliances.

9. For appliances, restorations or procedures to:

a. alter vertical dimension;

b. restore or maintain occlusion;

c. splint or replace tooth structure lost as altesu
abrasion or attrition; or

d. treat jaw fractures or disturbances of the
temporomandibular joint.

10. For education or training in, and supplies used thetary or
nutritional counseling, personal oral hygiene omtde plagque
control.

11. For broken appointments or the completion of cltonms.

12. For orthodontia service or for any services assediawith
orthodontic therapy when this optional coverageatelected and
the premium is not paid.

13. For sealants which are:

a. not applied to a permanent molar;

b. applied before age 6 or after attaining adjeot

c. reapplied to a molar within three years fritve date
of a previous sealant application.

14. For subgingival curettage or root planing (procedmumbers
4220 and 4341) unless the presence of periodonsglase is
confirmed by both x-rays and pocket depth summanfesach
tooth involved.

15. Because of an Insured’s injury arising out of, roithe course of,
work for wage or profi
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16. For an Insured’s sickness, injury or conditionwhich he or she
is eligible for benefits under any Workers CompéosaAct or
similar laws.

17. For charges for which the Insured is not liablevhich would not
have been made had no insurance been in force.

18. For services which are not recommended by a dentistrequired
for necessary care and treatment, or do not haveasonably
favorable prognosis.

19. Because of war or any act of war, declared orarotvhile on full-
time active duty in the armed forces of any country

20. To an Insured if payment is not legal where theuled is living
when expenses are incurred.

21. For any services related to: equilibration, bitgistation or bite
analysis.

22. For crowns for the purpose of periodontal splinting

23. For charges for: any implants; overdentures; pi@ti®r semi-
precision attachments and associated endodonéitnteat; other
customized attachments; or specialized prosthoddatihniques
or characterizations.

24. For charges for myofunctional therapy, orthognathicgery or
athletic mouthguards.

25. For procedures for which benefits are payable untier
employer's medical expense benefits plan for eng#ayand their
dependents.

26. Services or supplies provided by a family membea arember of
the Insured’s household.

Note: This is a general outline of covered benefitd does not include
all the benefits, limitations and exclusions of thelicy. See your
certificate for details.

Predetermination of Benefits: As a service to protect the Insured,
First Continental Life & Accident Insurance Co. hgtovide
predetermination of benefits for recommended treatmplans that
exceed $300. This predetermination of benefitdagng which of the
recommended procedures will be covered and at arfhatint. This
benefit helps Insured's better understand theierame. The Insured
should submit the treatment plan to First Contiakhife & Accident
Insurance Co. for review and predetermination ofdfies before the
service heaqin:

TAKEOVER BENEFITS

Takeover means that you are given credit for wgifiariods for like

coverage's accumulated under your existing plam.ciddit is given for

deductibles satisfied under your existing plan.

1. In order to provide Takeover Benefits your empldyeurrent
dental plan must have been in effect continuousiaf least 12
months prior to the effective date of this plan.

2. All employees insured on the effective date withtawous
coverage from the prior group dental contractetiggble for
Takeover Benefits. Waiting periods will be redutgdhe
amount of time insured under the prior plan.

3. A minimum of five (5) enrolled members are needatain
employer to be eligible for Takeover Benefits.

4. Takeover Benefits must be requested and are subjéoe
approval of First Continental Life & Accident Insurce Co.




