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American Dental Plan of Georgia, Inc.
Agreement And Certificate of Benefits

Provided that all Contributions and Copayments required by this Certificate are paid
when due, American Dental Plan of Georgia, Inc. (hereinafter referred to as
“Company”) hereby agrees to provide Benefits to the Subscriber subject to all the pro-
visions, definitions, limitations, and conditions of this Certificate outlined below:

President Secretary

I. Definitions
A. “Agreement and Certificate of Benefits” (hereinafter referred to as

“Certificate”) is that document provided to the Subscriber that specifies
Benefits and conditions of Coverage.

B. “Benefits” are those Dental Care Services available to the Members as stat-
ed in their Certificates.

C. “Contributions” are those periodic payments due Company by Subscriber
to receive Benefits as provided by the Certificate.

D. “Copayment” is an additional fee the Participating General Dentist or
Participating Specialist may charge Member when providing Dental Care
Services not specified as “No Charge” in the Certificate.

E. “Copayment Benefits” are those Dental Care Services for which there are
reduced fees which are due and payable directly by the Member to the
Participating General Dentist or Participating Specialist at the time the serv-
ices are rendered or in accordance with the particular payment procedures of
the Participating General Dentist or Participating Specialist.

F. “Dental Care Services” are those services to be performed by a
Participating General Dentist or Participating Specialist pursuant to the terms
of the Certificate and a Participating General Dentist Agreement or a
Participating Specialist Agreement.

G. “Dental Facility” is the location of the Participating General Dentist’s or
Participating Specialist’s office where Members shall receive Dental Care
Services. Subscriber and Dependent must use the same Participating General
Dentist’s office. However, this does not apply to Participating Specialist’s
office.

H. “Dependent” means the following dependents of the Subscriber:  a) the legal
spouse; and b) all unmarried dependent children under nineteen (19) years of
age, or under twenty-three (23) if they are full-time students in an accredited
college or university and dependent on the Subscriber for primary support
(unless otherwise negotiated or covered by amendment to this Certificate).
The term “children” also includes: a) adopted children and b) stepchildren
and foster children living with the Subscriber in a parent-child relationship.
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I. “Effective Date” is the first day that a Member is entitled to receive Benefits
designated in the Certificate.

J. “Enrollment Fee” is a onetime application fee for non-group contracts.

K. “Member” is a Subscriber and/or covered eligible Dependent of a
Subscriber.

L. “Necessary Treatment” is that set of Dental Care Services determined by
the Participating General Dentist or Participating Specialist as required to
establish and maintain Member’s good oral health.

M. “No Charge Benefits” are those Dental Care Services for which there are no
additional fees due the Participating General Dentist or Participating
Specialist by Member.

N. “Participating General Dentists and Participating Specialists” are those
licensed dentists selected and contracted with Company as independent con-
tractors to provide dental Benefits to Members.

O. “Subscriber” is a Member in good standing for whom the necessary
Contributions and Copayments have been made in payment for Dental Care
Services and to whom a Certificate evidencing coverage has been issued.

P. “Treatment Plan” is that individual proposal by the Participating General
Dentist or Participating Specialist outlining the recommended course of
Member’s Dental Care Services. A written copy may be requested by the
Member.

Q. “Usual Charges” are those fees that are customarily charged for Dental Care
Services by the Participating General Dentist or Participating Specialist. Said
charges are not determined by Company.

II. Contributions and Copayments

It is agreed that in order for Member to be eligible for and entitled to receive
Benefits provided by this Certificate, Company must receive all Contributions
and Enrollment Fees (where applicable) in advance. The Participating General
Dentist or Participating Specialist must receive any Copayments in accordance
with their particular payment procedure.

III.Benefits

From the Effective Date, Company agrees to provide Benefits to Members
through Participating General Dentists or Participating Specialists on a No
Charge or Copayment basis in accordance with the Schedule of Benefits con-
tained in this Certificate. There is no exclusion due to pre-existing dental condi-
tions except in those instances in which treatment has been initiated but not yet
completed prior to the Effective Date.

IV. Duration of Agreement

Except under the following conditions, Company and Subscriber shall maintain
this Certificate in force for a period of not less than twelve (12) months:
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A. Company may cancel this Certificate with forty-five (45) days written notice:

1. (a) When a Member commits any action of fraud or misrepresentation
involving Company.

(b) When a Member’s behavior is disruptive, unruly, abusive, unlawful,
fraudulent, or uncooperative to the extent that the Member’s continuing
participation seriously impairs the ability of Company, the Participating
General Dentist, or the Participating Specialist to provide services to the
Member and/or to other Members.

(c) When a Participating General Dentist is not available within the 
immediate geographical area of the Subscriber.

(d) When reasonable efforts by Company to establish and maintain a satis-
factory dentist/patient relationship are unsuccessful or when Member has
indicated unreasonable refusal to accept Necessary Treatment. When a
Member refuses to accept treatment from two (2) Participating General
Dentists or Participating Specialists, proof of unreasonable refusal shall
be presumed conclusively.

2. Prior to cancellation, Company shall make every effort to resolve the prob-
lem through its grievance procedure and to determine that the Member’s
behavior is not due to use of the Dental Care Services provided or to mental
illness.

3. If cancellation is effected by Company, all excess Contributions received by
Company (excluding Enrollment Fees) over Usual Charges will be returned
to Subscriber. Whenever cancellation is effected by Company because a
Participating General Dentist is not available within the immediate geograph-
ical area of the Subscriber, then the Enrollment Fee (if any) also will be
refunded.

4. Cancellation of this Certificate by Company is without prejudice to any con-
tinuous loss which commenced while this Certificate was in force.
Participating General Dentists and/or Participating Specialists shall complete
all dental procedures undertaken upon the Member, until the specific treat-
ment or procedure undertaken upon the Member has been completed or for
ninety (90) days, whichever is the lesser period of time. This shall apply to
acute care procedures only and shall not include non-acute continuing care
which would require continuing periodic treatment.

B. Subscriber may cancel this Certificate:

1. By notifying Company in writing within thirty (30) days of the Effective
Date. Provided no Dental Care Services have been rendered to the Member,
all Contributions (excluding Enrollment Fees) will be refunded upon written
request. If Dental Care Services have been received by the Member, then any
Contribution refunds shall be first applied to the Usual Charges of the
Participating General Dentist or Participating Specialist.

2. If the Subscriber permanently moves from the Company service area.
Cancellation shall become effective on the last day of the month in which
written notification is received by Company.
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3. If the Subscriber seeks cancellation after the first thirty (30) days and during
the first twelve (12) months of this Certificate, the Subscriber will not be
entitled to any premium refund. Additionally, Company Participating
General Dentists and Participating Specialists, at their discretion, shall have
the right to collect from the Member their Usual Charges less any
Copayments previously paid by the Member.

V. Continuation of Coverage

Unless cancellation of this Certificate is made for reasons specified in IV. A. 1.
(a), (b), (c), or (d), Subscribers who continue to pay appropriate Contributions and
Copayments will have their Certificates automatically renewed at the expiration
of the first twelve (12) months. The following conditions also will apply:

A. At the attainment of the applicable age, coverage as a Dependent shall be
extended if the individual is and continues to be both:

1. Incapable of self-sustaining employment by reason of mental retardation 
or physical handicap; and

2. Chiefly dependent upon the Subscriber for support and maintenance, pro-
vided proof of such incapacity and dependency is furnished to Company
by the Subscriber within thirty-one (31) days of the Dependent’s attain-
ment of the limiting age and subsequently as may be required by
Company, but not more frequently than annually after the two-year peri-
od following the Dependent’s attainment of the limiting age.

B. The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA)
requires that certain employers maintaining group medical and dental plans
offer employees and their Dependents the opportunity to continue their cov-
erage when such coverage ends under certain conditions.
It is possible that a given employer is exempt from COBRA, particularly if
there are less than 20 employees at all times during the calendar year.
More information about COBRA continuation can be obtained from a
Subscriber’s employer. COBRA does not apply to coverage maintained on
any basis other than that through an employer-employee relationship.

VI. Coverage for Newborn Children and Adding Additional Dependents

A. A child born to the Subscriber, or covered family member, while this
Certificate is in force is covered under this Certificate from the moment of
birth, up to thirty-one (31) days. If coverage is to continue, the Subscriber
must notify Company within the thirty-one (31) day period and pay the
required Contribution, if any. Coverage is for the same Benefits and under the
same terms and conditions applicable for Dependent children. Adoptive chil-
dren will be treated the same as newborn infants and eligible for coverage on
the same basis upon placement in the adoptive home or from the moment of
birth if a written agreement to adopt is entered into by Subscriber prior to
birth.

B. Additional eligible Dependents of Subscriber may be added to this
Certificate upon application to Company. When Dependents of a Subscriber
become ineligible, upon application they may change their status and contin-
ue their Benefits as an individual Subscriber.
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VII. Conversion Provisions for Group Plans

A. Company shall offer a converted contract to any Subscriber or covered Dependent
whose group plan coverage has been terminated, and who has been continuously
covered under Company for at least three (3) months immediately prior to termi-
nation. The converted contract will provide coverage and benefits similar to the
terminated contract and will be similar to the non-group or group contract previ-
ously in effect.

B. A Subscriber or covered Dependent shall not be entitled to have a converted con-
tract issued to him or her if termination of his or her coverage occurred for any of
the following reasons:

1. Failure to pay any required premium or Contribution.

2. Replacement of any discontinued coverage by similar coverage within 
thirty-one (31) days.

3. Fraud or material misrepresentation in applying for any benefits under 
the Company contract.

4. Disenrollment for cause as specified in IV.A.1.

5. Willful and knowing misuse of the Company identification or Member 
handbook or Certificate by the Member.

6. Willful and knowing furnishing to Company by the Member of incorrect 
or incomplete information for the purpose of fraudulently obtaining 
coverage or benefits from Company.

7. The Subscriber has left the geographic area of Company with the intent 
to relocate or establish a new residence outside Company’s geographic area.

C. Subject to the conditions set forth above, the conversion privilege shall also be
available to:

1. The surviving spouse and/or children, if any, at the death of the Subscriber,
with respect to the spouse and such children whose coverages under 
the Company contract terminate by reason of such death.

2. To the former spouse whose coverage would otherwise terminate because 
of annulment or dissolution of marriage, if the former spouse is dependent 
for financial support.

3. To the spouse of the Subscriber upon termination of coverage of the spouse,
while the Subscriber remains covered under a group Company contract, 
by reason of ceasing to be a qualified family Member under the group 
contract.

4. To a child solely with respect to himself or herself, upon termination of 
his or her coverage by reason of ceasing to be a qualified family 
Member under a group Company contract.
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VIII. General Provisions

A. Dental Facility Selection

1. Subscribers shall be entitled to select the Dental Facility of their choice 
from a listing of Dental Facilities provided at the time of original enrollment.

2. Subscribers shall be entitled to transfer from one Dental Facility to another
upon written request and provided all Contributions and Copayments 
are currently paid. Transfers are limited to one (1) per calendar year 
per Subscriber.

3. Company reserves the right to transfer Members to another Dental 
Facility for the following reasons:

(a) If chosen Dental Facility is no longer under contract with Company 
to provide Benefits.

(b) If chosen Dental Facility is determined by Company to be unable 
to effectively render Benefits to the Member.

(c) If efforts to establish a satisfactory dentist/patient relationship 
between Member and a Participating General Dentist or 

Participating Specialist have failed.

(d) If Member has unreasonably refused to accept Necessary 
Treatment from a particular Participating General Dentist, then a 
transfer will be made in order to obtain a second Necessary Treatment 
opinion.

B. Appointments

All non-emergency Dental Care Services rendered to Member shall be on a prior
appointment basis during the normal office hours of the Participating General
Dentist or Participating Specialist. In order to receive Benefits, Member must
make an appointment with a Participating General Dentist or a Participating
Specialist, and the request for an appointment must be made after the Effective
Date. When making an appointment, Member should inform Dental Facility that
he or she is a Company Member.

Member may request an emergency appointment (treatment of accidental,
painful, or urgent conditions) within twenty-four (24) hours of calling the Dental
Facility, subject to the appropriate Copayment.

C. Emergency Care

Emergency care means treatment due to injury, accident, or severe pain requiring
the services of a dentist which occurs under circumstances where it is neither
medically nor physically possible for the Member to be treated by any Company
Participating General Dentist or Participating Specialist.  An acute periodontal
abscess and an acute periapical abscess which occur under circumstances where
it is not possible for the Member to be treated by any Company Participating
General Dentist or Participating Specialist are examples where emergency bene-
fits would be applicable. 
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1. Out-of-Area Emergency Care:

When more than one hundred (100) miles from the nearest available
Company Dental Facility, Member may obtain reimbursement for expenses
for Emergency Care rendered by any licensed dentist, less applicable
Company copayments, up to one hundred dollars ($100) per Member per
year, upon presentation of an itemized statement of emergency services from
the dental office.  Company must be notified of such treatment within ninety
(90) days of its receipt.

2. In-Service-Area Emergency Care:

When Member is within one hundred (100) miles of any Company Dental
Facility, during Company’s normal business hours the Member should first
contact his/her Participating General Dentist and request an emergency
appointment.  If his/her dentist is unable to render Emergency Care, Member
should contact Company Member Services and request assistance in obtain-
ing Emergency Care from another Company Dental Facility at that facility’s
usual fees less a 25% reduction.

If Emergency Care is required after Company’s normal business hours, and
it is not possible to contact a Company Dental Facility, Member may obtain
reimbursement for expenses for Emergency Care rendered  by any licensed
Dentist, less applicable Company copayments, up to one hundred dollars
($100) per Member per year, upon presentation of an itemized statement of
emergency services from the dental offices.  Company must be notified of
such treatment within ninety (90) days of its receipt.

D. Change in Contributions or Copayments

Company, at its discretion, may change the Contributions and/or Benefits by pro-
viding Subscriber with forty-five (45) days written notice prior to the Effective
Date of the change. Changes in Contributions and Benefits will not be made to
individual Certificates but will be made only on a class of Certificates. Subscriber
shall have the right to cancel the Certificate, without penalty, if Subscriber does
not wish to continue coverage because of proposed change.

E. Renewal

All Subscribers who continue to pay appropriate Contributions and Copayments
will have their coverage renewed automatically, subject to all applicable provi-
sions of this Certificate.

F. Grace Period

This contract has a thirty (30) day grace period. This provision means that if any
required premium is not paid on or before the date it is due, it may be paid sub-
sequently during the grace period. During the grace period, the contract will stay
in force. If full payment is not received within the thirty  (30) day grace period,
coverage will be terminated effective the first day of the grace period. Subscriber
will be liable for the cost of Dental Care Services received during the grace period.
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G. Reinstatement

The following guidelines shall apply to requests for reinstatement:

1. The Subscriber must submit an application for reinstatement to Company.

2. The Subscriber must remit to Company all Contributions for the period
between the lapse Effective Date (previous last day of eligible coverage) 
and the reinstatement date.

Upon receipt by Company of the application and the appropriate Contributions,
Company will notify Subscriber of the Effective Date of resumption of Benefits.

H. Dental Records

Dental records concerning services rendered to Member shall remain the proper-
ty of the Participating General Dentist or Participating Specialist.  Member agrees
that his/her dental records may be reviewed by Company as deemed necessary in
compiling utilization and/or similar data.  Company agrees to honor confidential-
ity of said data.

I. Limitations and Exclusions

1. No service of any dentist other than a Participating General Dentist 
or Participating Specialist will be covered by Company, except out-
of-area emergency care as provided in Section VIII, Paragraph C 
of this Certificate.

2. Whenever any Contributions or Copayments are delinquent, Member 
will not be entitled to receive Benefits, transfer Dental Facilities, or 
enjoy any of the other privileges of a Member in good standing.

3. Company does not provide coverage for the following services:

a) Cost of hospitalization and pharmaceuticals, drugs or medications.
b) Services which in the opinion of the Participating General Dentist 

or Participating Specialist are not Necessary Treatment to 
establish and/or maintain the Member’s oral health.

c) Any service that is not consistent with the normal and/or usual 
services provided by the Participating General Dentist or 
Participating Specialist or which in the opinion of the 
Participating General Dentist or Participating Specialist would 
endanger the health of the Member.

d) Any service or procedure which the Participating General Dentist 
or Participating Specialist is unable to perform because of the 
general health or physical limitations of the Member.

e) Any dental treatment started prior to the Member’s effective date for 
eligibility of benefits.

f) Services for injuries and conditions which are covered under Workers’
Compensation or Employers’ Liability laws.

g) Treatment for cysts, neoplasms and malignancies.
h) General anesthesia.
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J. Incontestability

In the absence of fraud, all statements made by the Subscriber are considered rep-
resentations and not warranties during the first two years of coverage. Company
may avoid providing coverage at any time if Subscriber makes a fraudulent state-
ment in a written application.

K. Conformity with Georgia Law

1. This Certificate shall be interpreted in accordance with the laws of the State
of Georgia and any action or claim, including arbitration, shall be brought
within the State of Georgia.

2. Any statute, act, ordinance, rule or regulation of any governmental authority
with jurisdiction over Company shall have the effect of amending this
Certificate to conform with the minimum requirements thereof.

3. In the event any portion of this Certificate is held to be void, it shall not affect
any other provisions.

L. Notices

All notices, changes, or requests by Members shall be made in writing and shall
be furnished by United States Mail to Company at its address as listed on the face
page of this Certificate.

M. Notice of Independent Contractor Relationship

Company assumes responsibility of fulfilling the terms of this Certificate.
Participating General Dentists and Participating Specialists are independent con-
tractors, and Company cannot be held responsible for any damages incurred as a
result of tort, negligence, breach of contract, or malpractice by a Participating
General Dentist or Participating Specialist, or for any damages which result from
any defective or dangerous condition in or about any Dental Facility.

N. Open Enrollment for Group Plans

Company will offer group plans at least one open enrollment period of not less
than thirty (30) days every eighteen (18) months. Such open enrollment periods
will be offered for as long as the group exists unless Company and the Group
mutually agree to a shorter period of time than eighteen (18) months.

IX. Review and Mediation of Complaints

A. Informational Grievances

Any Member who has a grievance against Company for any matter arising out of
a Subscriber Certificate or for covered Dental Care Services rendered thereunder
may submit an informal oral grievance to Company. Assistance with Company’s
grievance procedures, including assistance with informal oral grievances, may be
obtained by calling Company’s Member Services Department at the address and
telephone number listed on the face page of this Certificate. Oral grievances shall
be submitted to Company’s Grievance Coordinator. Informal oral grievances shall
be responded to as soon as possible by the Grievance Coordinator. If the informal
oral grievance involves a dentally-related matter or claim, Company’s Dental
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Director shall be involved in resolving said grievance. The Member has the right
to file a formal written grievance with Company and to appeal to the State of
Georgia Department of Insurance.

B. Submission of Formal Grievances

Any Member who has a grievance against Company for any matter arising out of
a Subscriber Certificate or for covered Dental Care Services rendered thereunder
may submit a formal written statement of the grievance to Company. Such writ-
ten statement shall be specifically identified as a grievance, shall be submitted to
Company within one (1) year from occurrence of the events upon which the
grievance is based, and shall contain a statement of the action requested, the
Member’s name, address, telephone number, Member number,  signature and the
date. The statement should be sent to the Company’s Grievance Coordinator at
Company’s address as listed on the face page of this Certificate. More informa-
tion on and assistance with Company’s grievance procedures may be obtained by
calling Company’s Member Services Department at Company’s telephone num-
ber as listed on the face page of this Certificate.

C. Response to Formal Grievances

Company’s Grievance Panel shall meet once a month to review written griev-
ances submitted. If the Grievance Panel requires further information from the
Member, then the Member may be asked to appear before the Grievance Panel.
The Grievance Panel shall render a decision and communicate such decision, in
writing, to the grievant within ten (10) days after the Grievance Panel’s meeting.
If the grievance involves a dentally-related matter or claim, Company’s Dental
Director shall be involved in resolving said grievance. If the grievance involves
denial of benefits or services, the written decision shall reference the specific pro-
visions of this Certificate upon which the denial is based. All grievances shall be
processed within sixty (60) days by Company. However, if the grievance involves
collection of information from outside Company’s service area, an additional thir-
ty (30) days will be allowed for processing.

D. Appeal of Decision

If the Member is dissatisfied with the decision of the Grievance Panel, the
Member may request reconsideration by the Grievance Panel and may request a
personal appearance before the Grievance Panel. Such requests for reconsidera-
tion must be made within sixty (60) days after receipt of the Grievance Panel’s
initial written decision. In addition, a Member has the right to appeal to the State
of Georgia Department of Insurance.

X. Entire Agreement

This Certificate constitutes the entire agreement between the parties.

XI. Agreement Language

Whenever the context hereof requires, the gender of all words shall include the mas-
culine, feminine and neuter, and the number of all words shall include the singular and
plural.
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C 550
APPOINTMENTS
9310 Consultation (diagnostic service  .

provided by dentist other than prac-
titioner providing treatment) $30.00

9430 Office Visit (normal hours)  .$10.00
9440 Office Visit (after regularly sched-  .

uled hours)  . . . . . . . . . . . .$35.00
9999 Emergency visit during regularly sched-

uled hours, by report  . . . . . . .$20.00
9999 Broken appointments (without 24 hr

notice, per 15 min) Maximum $40 
per broken appointment. No charge 
will be made due to  emergencies.
 . . . . . . . . . . . . . . . . . . . . . .$10.00

DIAGNOSTIC
120 Periodic oral evaluation 

 . . . . . . . . . . . . . . . . .NO CHARGE
140/150/160 Limited/Comprehensive oral

evaluation  . . . . . . . .NO CHARGE
180 Comprehensive periodontal evalua-

tion  . . . . . . . . . . . . . . . . . . .$25.00
210 X-Ray Intraoral - complete series  . . .

including bitewings  . .NO CHARGE
220 X-Ray Intraoral - periapical - first

film  . . . . . . . . . . . . .NO CHARGE
230 X-Ray Intraoral - periapical - each 

additional film  . . . . .NO CHARGE
270 X-Ray Bitewing - single film 

 . . . . . . . . . . . . . . . . .NO CHARGE
272 X-Ray Bitewings - two films 

 . . . . . . . . . . . . . . . . .NO CHARGE
274 Bitewings - four films NO CHARGE
330 Panoramic film  . . . . .NO CHARGE
460 Pulp vitality tests  . . .NO CHARGE
470 Diagnostic casts  . . .NO CHARGE

PREVENTIVE CARE
1110/1120 Prophylaxis-adult/child-rou-

tine(once every 6 months)
 . . . . . . . . . . . . . . . . .NO CHARGE

1110/1120 Prophylaxis-adult/child-(addi-
tional)  . . . . . . . . . . . . . . . . .$35.00

1201 Topical application of fluoride  . . . .

(including prophylaxis)child (up to 
16 years of age)  . . .NO CHARGE

1203 Topical application of fluoride (not 
including prophylaxis)child (up to 16
years of age)  . . . . . .NO CHARGE

1330 Oral hygiene instruction 
 . . . . . . . . . . . . . . . . .NO CHARGE

1351 Sealant - per tooth  . . . . . . .$20.00
1510 Space Maintainer - fixed - unilateral 

 . . . . . . . . . . . . . . . . .$65.00 + LAB
1515 Space Maintainer - fixed - bilateral 

 . . . . . . . . . . . . . . . . .$65.00 + LAB
1520 Space Maintainer - removable - uni-

lateral  . . . . . . . . . .$105.00 + LAB
1525 Space Maintainer - removable - 

bilateral  . . . . . . . . .$105.00 + LAB
1550 Recementation of space maintain-

er  . . . . . . . . . . . . . . . . . . . .$20.00

RESTORATIVE
2140 Amalgam - one surface, primary or 

permanent  . . . . . . . . . . . . .$30.00
2150 Amalgam - two surfaces, primary or

permanent  . . . . . . . . . . . . .$35.00
2160 Amalgam - three surfaces, primary 

or permanent  . . . . . . . . . . .$40.00
2161 Amalgam - four or more surfaces, 

primary or permanent  . . . .$50.00
2940 Sedative filling  . . . . . . . . . .$30.00
2999 Sedative base (under fillings), by

report  . . . . . . . . . . .NO CHARGE

RESIN RESTORATION
2330 Resin - one surface, anterior $50.00
2331 Resin - two surfaces, anterior 

 . . . . . . . . . . . . . . . . . . . . . .$55.00
2332 Resin - three surfaces, anterior

 . . . . . . . . . . . . . . . . . . . . . . $65.00
2391 Resin-based composite - one sur-

face, posterior  . . . . . . . . . .$90.00
2392 Resin-based composite - two sur-

faces, posterior  . . . . . . . .$110.00
2393 Resin-based composite - three sur-

faces, posterior  . . . . . . . .$130.00

Schedule of Benefits and Subscriber Copayments

ADA CODE PROCEDURE                   PATIENT PAYSADA CODE PROCEDURE                   PATIENT PAYS
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2394 Resin-based composite - four or more
surfaces, posterior  . . . . . .$150.00

2510 Inlay - metallic - one surface 
 . . . . . . . . . . . . . . . . . . . . .$155.00

2520 Inlay - metallic - two surfaces
 . . . . . . . . . . . . . . . . . . . . . $165.00

2530 Inlay - metallic - three or more sur-
faces  . . . . . . . . . . . . . . . .$190.00

CROWN & BRIDGE
2740 Crown - porcelain/ceramic substrate 

 . . . . . . . . . . . . . . . . . .$370 + LAB
2750*Crown - porcelain fused to high noble 

metal  . . . . . . . . . . . . . . . .$370.00
2751 Crown - porcelain fused to predomi-

nantly base metal  . . . . . .$370.00
2752*Crown - porcelain fused to noble 

metal  . . . . . . . . . . . . . . . .$370.00
2790*Crown - full cast high noble 

metal  . . . . . . . . . . . . . . . . .$370.00
2791 Crown - full cast predominantly base 

metal  . . . . . . . . . . . . . . . .$370.00
2792*Crown - full cast noble metal 

 . . . . . . . . . . . . . . . . . . . . .$370.00
2910 Recement inlay . . . . . . . . . .$30.00
2920 Recement crown . . . . . . . . .$30.00
2930 Prefabricated stainless steel crown - 

primary tooth  . . . . . . . . . .$120.00
2950 Core buildup, including any pins 

 . . . . . . . . . . . . . . . . . . . . . .$60.00
2951 Pin retention - per tooth  . . .$30.00
2952 Cast post and core in addition to

crown  . . . . . . . . . .$120.00 + LAB
2953 Each additional cast post - same 

tooth  . . . . . . . . . . .$120.00 + LAB
2954 Prefabricated post and core in addi-

tion to crown  . . . . . . . . . .$120.00
2962 Labial veneer (porcelain laminate) - 

laboratory  . . . . . . . . .$370 + LAB

ENDODONTICS
3220 Therapeutic pulpotomy  . . .$50.00
3221 Pulpal debridement, primary and per-

manent teeth  . . . . . . . . . . .$130.00
3310 Root canal therapy - anterior (excluding 

final restoration)  . . . . . . . . .$250.00
3320 Root canal therapy - bicuspid (excluding 

final restoration)  . . . . . . . . .$350.00
3330 Root canal therapy - molar (excluding

final restoration)  . . . . . . . .$450.00
3410 Apicoectomy/periradicular surgery - 

anterior  . . . . . . . . . . . . . .$200.00

PERIODONTICS (Gum treatment)

4210 Gingivectomy/gingivoplasty - 4+ teeth 
per quad  . . . . . . . . . . . . .$200.00

4211 Gingivectomy/gingivoplasty - 1-3 teeth
per quad  . . . . . . . . . . . . . .$55.00

4341 Periodontal scaling and root planing 
4+ teeth per quad  . . . . . . .$65.00

4342 Periodontal scaling and root planing 
1-3 teeth per quad  . . . . . . .$65.00

4355 Full mouth debridement to enable eval
and diagnosis  . . . . . . . . . .$60.00

4381 Localized delivery of chemotherapeutic 
agents (per tooth)  . . . . . . . . .$60.00

4910 Periodontal maintenance  . . . .$65.00

PROSTHODONTICS
5110 Complete denture - maxillary

 . . . . . . . . . . . . . . . $375.00 + LAB
5120 Complete denture - mandibular 

 . . . . . . . . . . . . . . . .$375.00 + LAB
5130 Immediate denture - maxillary 

 . . . . . . . . . . . . . . . .$375.00 + LAB
5140 Immediate denture - mandibular

 . . . . . . . . . . . . . . . $375.00 + LAB
5211 Maxillary partial denture - resin base 

 . . . . . . . . . . . . . . . .$375.00 + LAB
5212 Mandibular partial denture - resin 

base  . . . . . . . . . . .$375.00 + LAB
5213 Maxillary partial denture - cast metal 

framework, resin denture bases 
 . . . . . . . . . . . . . . . .$375.00 + LAB

5214 Mandibular partial denture - cast 
metal framework, resin denture bases
 . . . . . . . . . . . . . . . .$375.00 + LAB

5410 Adjust complete denture - maxillary 
 . . . . . . . . . . . . . . . . . . . . . .$30.00

5411 Adjust complete denture - mandibular 
 . . . . . . . . . . . . . . . . . . . . . .$30.00

5421 Adjust partial denture - maxillary 
 . . . . . . . . . . . . . . . . . . . . . .$30.00

5422 Adjust partial denture - mandibular 
 . . . . . . . . . . . . . . . . . . . . . .$30.00

REPAIRS TO PROSTHETICS
5510 Repair broken complete denture base

 . . . . . . . . . . . . . . . . .$30.00 + LAB
5520 Replace missing or broken teeth - 

complete denture (each tooth)
 . . . . . . . . . . . . . . . . $30.00 + LAB

5610 Repair resin denture base 
 . . . . . . . . . . . . . . . . .$30.00 + LAB

5630 Repair or replace broken clasp 
 . . . . . . . . . . . . . . . . .$30.00 + LAB

5640 Replace broken teeth - per tooth 
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 . . . . . . . . . . . . . . . . .$30.00 + LAB
5650 Add tooth to existing partial denture 

 . . . . . . . . . . . . . . . . .$45.00 + LAB
5730 Reline complete maxillary denture 

(chairside)  . . . . . . . . . . . . .$65.00
5731 Reline complete mandibular denture 

(chairside)  . . . . . . . . . . . . .$65.00
5740 Reline maxillary partial denture (chair-

side)  . . . . . . . . . . . . . . . . . .$65.00
5741 Reline mandibular partial denture 

(chairside)  . . . . . . . . . . . . .$65.00
5750 Reline complete maxillary denture 

(laboratory)  . . . . . . .$50.00 + LAB
5751 Reline complete mandibular denture

(laboratory)  . . . . . .$50.00 + LAB
5760 Reline maxillary partial denture 

(laboratory)  . . . . . . .$50.00 + LAB
5761 Reline mandibular partial denture 

(laboratory)  . . . . . . .$50.00 + LAB
5850 Tissue conditioning - maxillary 

 . . . . . . . . . . . . . . . . . . . . . .$45.00
5851 Tissue conditioning - mandibular

 . . . . . . . . . . . . . . . . . . . . . . $45.00

PROSTHODONTICS (Fixed)
6210*Pontic - cast high noble metal

 . . . . . . . . . . . . . . . . . . . . . $370.00
6211 Pontic - cast predominantly base 

metal  . . . . . . . . . . . . . . . .$370.00
6212*Pontic - cast noble metal  .$370.00
6240*Pontic - porcelain fused to high noble 

metal  . . . . . . . . . . . . . . . .$370.00
6241 Pontic - porcelain fused to predomi-

nantly base metal  . . . . . .$370.00
6242*Pontic - porcelain fused to noble

metal  . . . . . . . . . . . . . . . .$370.00
6750*Crown - porcelain fused to high 

noble metal  . . . . . . . . . . .$370.00
6751 Crown - porcelain fused to predomi-

nantly base metal  . . . . . .$370.00
6752*Crown - porcelain fused to noble 

metal  . . . . . . . . . . . . . . . .$370.001

6790*Crown - full cast high noble metal 
 . . . . . . . . . . . . . . . . . . . . .$370.00

6791 Crown - full cast predominantly base 
metal  . . . . . . . . . . . . . . . .$370.00

6792*Crown - full cast noble metal 
 . . . . . . . . . . . . . . . . . . . . .$370.00

6930 Recement fixed partial denture 
(per unit)  . . . . . . . . . . . . . . . . . . .$25.00

EXTRACTIONS/ORAL AND MAXILLOFA-
CIAL SURGERY
7111 Coronal remnants, deciduous tooth 

 . . . . . . . . . . . . . . . . . . . . . .$35.00
7140 Extraction, erupted tooth or exposed 

root  . . . . . . . . . . . . . . . . . .$35.00
7210 Surgical removal of erupted tooth 

 . . . . . . . . . . . . . . . . . . . . . .$55.00
7220 Removal of impacted tooth - soft 

tissue  . . . . . . . . . . . . . . . .$100.00
7230 Removal of impacted tooth - partially 

bony  . . . . . . . . . . . . . . . . .$125.00
7240 Removal of impacted tooth - com-

pletely bony  . . . . . . . . . . .$150.00
7250 Surgical removal of residual tooth 

roots  . . . . . . . . . . . . . . . . . .$65.00
7310 Alveoloplasty in conjunction with extrac-

tions - per quadrant  . . . . . . . .$65.00
7320 Alveoloplasty not in conjunction with 

extractions - per quadrant  . . .$100.00
7510 Incision and drainage of abscess - 

intraoral  . . . . . . . . . . . . . . .$40.00

ADJUNCTIVE GENERAL SERVICES

9215 Local anesthesia  . . .NO CHARGE
9230 Analgesia (nitrous oxide - per 15 

minutes)  . . . . . . . . . . . . . . .$30.00
9450 Case presentation, detailed and

extensive treatment planning 
 . . . . . . . . . . . . . . . . .NO CHARGE

9951 Occlusal adjustment - limited 
 . . . . . . . . . . . . . . . . . . . . . .$40.00

9952 Occlusal adjustment - complete 
 . . . . . . . . . . . . . . . . . . . .$225.000

* THE ABOVE COPAYMENTS DO NOT INCLUDE
THE ADDITIONAL COST
OF PRECIOUS (HIGH NOBLE) AND SEMI-PRE-
CIOUS (NOBLE) METAL. THE ADDITIONAL
COST OF PRECIOUS METAL SHALL NOT
EXCEED $125 PER UNIT AND $75 PER UNIT
FOR SEMI-PRECIOUS METAL.

NOTE:

1. NOT ALL PARTICIPATING DENTISTS PER-
FORM ALL LISTED PROCEDURES, INCLUDING
AMALGAMS. PLEASE CONSULT YOUR DEN-
TIST PRIOR TO TREATMENT FOR AVAILABILI-
TY OF SERVICES.

2. UNLISTED PROCEDURES ARE AT THE DEN-
TIST’S USUAL FEE LESS 25%.

3. WHEN CROWN AND/OR BRIDGEWORK
EXCEEDS SIX UNITS IN THE SAME TREAT-
MENT PLAN, THE PATIENT MAY BE CHARGED
AN ADDITIONAL $50.00 PER UNIT.
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SPECIALIST SERVICES
Should you need a specialist, (i.e.,
Endodontist, Orthodontist, Oral Surgeon,
Periodontist, Pediatric Dentist), you may be
referred by your Participating General
Dentist, or you may refer yourself to any
Participating Specialist. Upon identification of
yourself as a CompBenefits member, you will
receive a 25% reduction from usual and cus-
tomary fees for services performed.
Specialist services are available only in areas
where the dental plan has a Participating
Specialist.

Limitations and Exclusions

1. No service of any dentist other than a Participating General Dentist or Participating 
Specialist will be covered by Company, except out-of-area emergency care as provid-
ed in Section VIII, Paragraph C of the Certificate.

2. Whenever any Contributions or Copayments are delinquent, Member will not 
be entitled to receive Benefits, transfer Dental Facilities, or enjoy any of the other 
privileges of a Member in good standing.

3. Company does not provide coverage for the following services:

a) Cost of hospitalization and pharmaceuticals, drugs or medications.

b) Services which in the opinion of the Participating General Dentist or Participating
Specialist are not Necessary Treatment to establish and/or maintain the 
Member's oral health.

c) Any service that is not consistent with the normal and/or usual services provided
by the Participating General Dentist or Participating Specialist or which in the 
opinion of the Participating General Dentist or Participating Specialist would 
endanger the health of the Member.

d) Any service or procedure which the Participating General Dentist or 
Participating Specialist is unable to perform because of the general health or 
physical limitations of the Member.

e) Any dental treatment started prior to the Member's effective date for eligibility of 
benefits.

f) Services for injuries and conditions which are paid or payable under Workers' 
Compensation or Employers' Liability laws.

g) Treatment for cysts, neoplasms and malignancies.

h) General anesthesia.
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THIS NOTICE DESCRIBES HOW MEDICAL INFOR-
MATION ABOUT YOU MAY BE USED AND DIS-
CLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CARE-
FULLY.

Under the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”) we are required to
maintain the privacy of your protected health informa-
tion and provide you with notice of our legal duties and
privacy practices with respect to such protected health
information.

We are required to abide by the terms of the notice cur-
rently in effect. We reserve the right to change the
terms of our notice at any time and to make the new
notice provisions effective for all protected health infor-
mation that we maintain. In the event that we make a
material revision to the terms of our notice, you will
receive a revised notice within 60-days of such revision.
If you should have any questions or require further
information, please contact our Privacy Officer at (770)
998-8936 or toll free at (800) 342-5209.

How We May Use or Disclose Your Health
Information

The following describes the purposes for which we are
permitted or required by law to use or disclose your
health information without your consent or authoriza-
tion. Any other uses or disclosures will be made only
with your written authorization and you may revoke
such authorization in writing at any time.

Treatment: We may use or disclose your health infor-
mation to provide you with medical treatment or servic-
es. For example, information obtained by a provider
providing health care services to you will record such
information in your record that is related to your treat-
ment. This information is necessary to determine what
treatment you should receive. Health care providers
will also record actions taken by them in the course of
your treatment and note how you respond.

Payment: We may use or disclose your health informa-
tion in order to process claims or make payment for
covered services you receive under your benefit plan.
For example, your provider may submit a claim to us for
payment. The claim form will include information that
identifies you, your diagnosis, and treatment or sup-
plies used in the course of treatment.

Health Care Operations: We may use or disclose
your health information for health care operations.
Health care operations include, but not limited to, qual-
ity assessment and improvement activities, underwrit-
ing, premium rating, management and general admin-
istrative activities. For example, members of our quali-
ty improvement team may use information in your
health record to assess the quality of care that you
receive and determine how to continually improve the

quality and effectiveness of the services we provide.

Business Associates: There may be instances where
services are provided to our organization through con-
tracts with third-party “business associates”. Whenever
a business associate arrangement involves the use or
disclosure of your health information, we will have a
written contract that requires the business associate to
maintain the same high standards of safeguarding your
privacy that we require of our own employees and affil-
iates.

Required by Law: We will disclose medical informa-
tion about you when required to do so by federal, state
or local law.

Communication with Family or Friends: Our service
professionals, using their best judgement, may disclose
to a family member, other relative, close personal
friend, or any other person you identify, health informa-
tion relevant to that person’s involvement in your care
or payment related to your care.

Marketing: We may use or disclose your health infor-
mation, as necessary, to provide you with information
about treatment alternatives or other health-related
benefits and services that may be of interest to you.

Research: We may disclose information to
researchers when their research has been approved by
an institutional review board that has reviewed the
research proposal and established protocols to ensure
the privacy of your health information.

Coroners, Medical Examiners and Funeral
Directors: We may disclose health information to a
coroner or medical examiner. We may also disclose
medical information to funeral directors consistent with
applicable law to carry out their duties.

Organ Procurement Organizations: Consistent with
applicable law, we may disclose health information to
organ procurement organizations or other entities
engaged in the procurement, banking, or transplanta-
tion of organs for the purpose of tissue donation and
transplant.

Fund Raising: We may contact you as part of a fund-
raising effort.

Public Health: As required by law, we may disclose
your health information to public health or legal author-
ities charged with preventing or controlling disease,
injury or disability.

Food and Drug Administration (FDA): We may dis-
close to the FDA health information relative to adverse
events with respect to food, supplements, product and
product defects, or post marketing surveillance infor-
mation to enable product recalls, repairs, or replace-
ment.
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Workers’ Compensation: We may disclose health
information to the extent authorized by and to the extent
necessary to comply with laws relating to workers com-
pensation or other similar programs established by law.

To Avert a Serious Threat to Health or Safety:
Consistent with applicable federal and state laws, we
may use and disclose health information when neces-
sary to prevent a serious threat to your health and safe-
ty or the health and safety of the public or another per-
son.

Military and Veterans: If you are a member of the
armed forces, we may disclose health information about
you as required by military command.

Health Oversight Activities: We may disclose health
information to a health oversight agency for activities
authorized by law, including audits, investigations,
inspections, and licensure.

Protective Services for the President, National
Security and Intelligence Activities: We may dis-
close health information about you to authorized feder-
al officials so they may provide protection to the
President, other authorized persons or foreign heads of
state or conduct special investigations, or for intelli-
gence, counterintelligence, and other national security
activities authorized by law.

Law Enforcement: We may disclose health informa-
tion when requested by a law enforcement official as
part of law enforcement activities; investigations of crim-
inal conduct; in response to court orders; in emergency
circumstances; or when required to do so by law.

Inmates: We may disclose health information about an
inmate of a correctional institution or under the custody
of a law enforcement official to the correctional institu-
tion or law enforcement official.

Lawsuits and Disputes: We may disclose health infor-
mation about you in response to a subpoena, discovery
request, or other lawful order from a court.

Plan Sponsors: We may disclose health information
about you to your plan sponsor to carry out plan admin-
istration functions that the plan sponsor performs upon
certification by the plan sponsor that the plan docu-
ments have been amended as set forth under HIPAA
regulations.

Your Rights Regarding Your Health Information

The following describes your rights regarding the health
information we maintain about you. To exercise your
rights, you must submit your request in writing to our
Privacy Officer at 100 Mansell Court E., Suite 400,
Roswell, GA 30076.

Right to Request Restrictions. You have the right to
request that we restrict uses or disclosures of your
health information to carry out treatment, payment,
health care operations, or communications with family
or friends. We are not required to agree to a restriction.

Right to Receive Confidential Communications.
You have the right to request that we send communica-

tions that contain your health information by alternative
means or to alternative locations. We must accommo-
date your request if it is reasonable and you clearly
state that the disclosure of all or part of that information
could endanger you.

Right to Inspect and Copy. You have the right to
inspect and copy health information that we maintain
about you in a designated record set. A “designated
record set” is a group of records that we maintain such
as enrollment, payment, and claims adjudication record
systems. If copies are requested or you agree to a sum-
mary or explanation of such information, we may charge
a reasonable, cost-based fee for the costs of copying,
including labor and supply cost of copying; postage; and
preparation cost of an explanation or summary, if such
is requested. We may deny your request to inspect and
copy in certain circumstances as defined by law. If you
are denied access to your health information, you may
request that the denial be reviewed.

Right to Amend. You have the right to have us amend
your health information for as long as we maintain such
information. Your written request must include the rea-
son or reasons that support your request. We may deny
your request for an amendment if we determine that the
record that is the subject of the request was not creat-
ed by us, is not available for inspection as specified by
law, or is accurate and complete.

Right to Receive an Accounting of Disclosures. You
have the right to receive an accounting of disclosures of
your health information made by us in the six years prior
to the date the accounting is requested (or shorter peri-
od as requested). This does not include disclosures
made to carry out treatment, payment and health care
operations; disclosures made to you; communications
with family and friends; for national security or intelli-
gence purposes; to correctional institutions or law
enforcement officials; or disclosures made prior to the
HIPAA compliance date of April 14, 2003. Your first
request for accounting in any 12-month period shall be
provided without charge. A reasonable, cost-based fee
shall be imposed for each subsequent request for
accounting within the same 12-month period.

Right to Obtain a Paper Copy. You have the right to
obtain a paper copy of this Notice of Privacy Practices
at any time.

How to File a Complaint if You Believe Your Privacy
Rights Have Been Violated

If you believe that your privacy rights have been violat-
ed, please submit your complaint in writing to:

CompBenefits
Attn: Privacy Officer

100 Mansell Court East, Suite 400
Roswell, GA 30076

You may also file a complaint with the Secretary of the
Department of Health and Human Services. You will not
be retaliated against for filing a complaint.

 



IMPORTANT NOTICE 

PRIVACY POLICY

The CompBenefits family of companies* respects your concern for privacy.  We
recognize that we have an important responsibility to protect the privacy and
security of the nonpublic personal information that we collect from you.   

The following Privacy Policy describes the nonpublic personal information that
we collect, in what cases that we may share such information with others, and
our policies and practices with respect to protecting the confidentiality and secu-
rity of such information.  You do not need to reply to this notice, but if you have
any questions, please call us at (800) 342-5209.

The types of information we collect ∼∼

We collect nonpublic personal information about you from the following sources:
- Information we receive from you on applications or other forms; and
- Information about your transactions with us, our affiliates or others.

This may include information such as your name, address, telephone number,
social security number, bank account or credit card number.

Disclosure of nonpublic personal information ~

We do not disclose any nonpublic personal information about our customers or
former customers that we collect, as described above, except as permitted by
law.  

Confidentiality and Security ∼∼

We restrict access to nonpublic personal information about you to those employ-
ees who need to know that information to provide and administer products or
services to you.  We maintain physical, electronic, and procedural safeguards
that comply with federal regulations to guard your nonpublic personal informa-
tion.

*CompBenefits Company • CompDent • CompBenefits Insurance Company
CompBenefits Dental, Inc. • American Dental Plan of North Carolina, Inc. 

National Dental Plans, Inc. • OHS of Alabama • American Dental Plan of Georgia, Inc. 
Texas Dental Plans, Inc. • Ultimate Optical, Inc. • VisionCare Plan • Primary Plus

(GLB 06/03)



Where can I receive 
benefits?

Benefits are provided by Participating General
Dentists and Participating Specialists. The
Participating General Dentist you have selected
is printed on your Certificate of Dental Benefits. If
you have not already chosen a Participating
General Dentist, please contact Member
Services in order to do so.

Please note that some Participating General
Dentists may have more than one office. Please
be sure to go only to the physical office location
you choose. Each month, your dentist will receive
a list with your name on it. It is a good idea for you
to check with your dentist’s office staff to be sure
your name is on their list before
you receive services.

How do I obtain a
dental appointment?

Simply call your selected
Participating General Dentist
and make an appointment.
Please take a moment to 
confirm the effective date of
your coverage, which is printed
on your Certificate of Dental
Benefits. If you receive your
Certificate of Benefits prior to
your effective date, please wait
until your effective date to make an appointment.

How do I obtain a list of
Participating Dentists?

Simply call Member Services. We will be happy to
mail one to you.

What should I do if I need to
cancel my appointment?

If you need to cancel an appointment, please call
your Participating General Dentist at least 24
hours before your appointment. Dentists work on
an appointment basis and need to know your
change of plans. If you break an appointment
without giving 24-hour notice to your Participating
General Dentist’s office, you may be charged for
a broken appointment at the rate shown on your
Schedule of Benefits.

When I go to my selected
Participating General Dentist,
what treatment will I receive?

Your Participating General Dentist
will evaluate your total dental
needs. The two of you will then
agree on a treatment plan to 
correct any existing problems and
get you started on a program of
good oral hygiene to help keep
your teeth healthy and sound. Be
sure you understand the 
recommended treatment plan and
any associated charges. You may
request a written copy of your
treatment plan.

Your dentist is a dental care 
professional. Please do not ask him or her to 
provide only the “no charge” benefits and neglect
treatment which is in the best interest of your own
oral health. If you have any questions about your
treatment plan, discuss them with your
Participating General Dentist. If you have 
questions regarding your Schedule of Benefits,
contact Member Services.

Thank you for selecting a CompBenefits dental plan.  You and your family can look forward to 
receiving affordable care as well as good dental health. CompBenefits’ benefits are designed to

encourage preventive care which will keep your teeth and gums free of dental disease.  When you
receive care from one of our Participating General Dentists or Participating Specialists, simply consult
your Schedule of Benefits to determine the amount you will pay for a specified procedure.    This
amount is referred to as a “copayment” or “surcharge”.

From time to time, you may have questions about your dental benefits. We have anticipated what some
of those questions may be and have provided the answers for you below.  Understanding how your new
dental program works will allow you to get the best care possible for both you and your family. Please
take a moment now to read through this brochure and learn more about your dental plan.

Questions & Answers DHMO

        



What if I want a second opinion?

You may get a second opinion from one of our
Participating General Dentists at the cost indicated
on your Schedule of Benefits.  Simply call 
a Participating General Dentist and let the 
receptionist know that you'd like a second 
opinion appointment. Be sure to indicate that you
are a member. The dentist will evaluate your 
situation and discuss it with you. If any services
are rendered, you will be responsible for the cost.

What do I do if I need 
emergency treatment?

Call your Participating General Dentist and
request an emergency appointment for the 
treatment of accidental, painful or urgent 
conditions. Your Schedule of Benefits shows the
copayment for emergency appointments. This
copayment is in addition to any copayment for
treatment.

If your Participating General Dentist is not 
available, contact Member Services. We will help
you locate another Participating General Dentist
who can provide emergency care.

Consult your Certificate of Benefits for specific
information regarding “out-of-area” emergency
care.

Can I go to any Specialist of
my choice?

Your benefits are available only from Participating
General Dentists and Participating Specialists.
Your Participating General Dentist will provide
most, if not all, of  the care you need. In the event
specialist care is required, your Participating
General Dentist may make a recommendation.
Depending on your plan's specific provisions, an
authorized referral from your Participating
General Dentist may be required before seeking
specialty care. Please read your plan's Certificate
of Benefits carefully for specific guidance about
accessing specialty care.

What should I do if I have a
change of address?

Simply notify Member Services by phone or letter if
your address or telephone number changes.

What are my
charges if a
procedure is
not on my
Schedule of
Benefits?

A few services are
specifically listed as exclusions on your 
Schedule of Benefits. You do not have any 
benefits for those services. Any service that is 
not specifically excluded may be available at a
discount from Participating General Dentists’
Usual and Customary Fees. Please refer to your
Schedule of Benefits for the exact discount
applicable to your plan.

What is the difference between
Prophylaxis and Periodontal
Prophylaxis?

Prophylaxis (ADA code #1110) is a routine 
cleaning. It includes scaling and polishing of 
teeth with normal periodontium (gum attachment
and bone support).

Periodontal Maintenance Procedures (ADA code
#4910) are maintenance procedures which are
often necessary for those patients who have
treatment for periodontal problems such as gum
disease or pyorrhea and require follow up care.

Periodic maintenance treatment following active
therapy is not the same as routine cleaning. It is
a more extensive scaling process. There is a
scheduled copayment for this procedure.

May I change from one
Participating General Dentist
to another?

Yes. You may change your Participating General
Dentist by simply calling Member Services. If you
request a change by the 15th of the month, it will
become effective on the first of the following
month. You may be precluded from transferring if
you have a balance owed to your current dentist.
Please read your plan’s Certificate of Benefits for
details on dental facility transfer limitations.



Is your dental plan a
dental insurance
plan?

Our plan is not an insurance
plan. It is a Prepaid Dental Plan
which makes benefits available
from selected Participating
General Dentists and Participating
Specialists.

You enjoy benefits without deductibles, 
pre-existing conditions, or maximum benefit 
limitations. You, as the patient, pay your dentist
the copayment amount stated in your Schedule
of Benefits. The financial arrangements for
making these copayments are strictly between
the dentist and the patient. There are no claim
forms to be filed.

What will I pay for a crown or a
bridge?

The amount you pay depends on the type of
crown or bridge which your Participating
General Dentist recommends for you. The
copayment on your Schedule of Benefits may 
not include the price of gold. If your crown or
bridge includes gold, there may be an 
additional charge.

How do I transfer my dental
records? 

Dental records are the property of the Participating
General Dentists or the Specialists. As a patient, you
may request that a copy of your dental records be for-
warded to your new Participating General Dentist’s
office, however, we cannot do this for you. Please 
note that there may be a charge to you for copies of
dental records, including X-rays.

What happens if I am
covered by 
dental insurance 
in addition to my 
coverage?

We typically will be your primary
coverage. However, you may want
to file your “out-of-pocket” expenses

with your other carrier. Please contact your other
plan for information about how they would like you 
to submit your “out-of-pocket” expenses.

What if I have other 
questions?

We have a qualified staff trained to answer your
questions.  Please contact us for further information.

Contact Member Services for:
❒ Name of Participating General Dentist
❒ Change of Participating General Dentist
❒ List of Participating Dentists
❒ Explanation of benefits
❒ Change of address
❒ New Certificate of Benefits & ID Cards

Contact Account Services for:

❒ Billing/payment questions
❒ Continuation of coverage
❒ Continuation of coverage for dependents

who have reached the maximum age limit
❒ Policy reinstatement
❒ Dependent addition
❒ Dependent deletion
❒ Change of name
❒ Cancellation of coverage
❒ Effective date of policy

CompBenefits Member Services 
1.800.342.5209

www.compbenefits.com




