Mississippi CHIP Plan Covered Services
$2,000 Annual Maximum - No Deductible

PROCEDURES NOT LISTED ARE NOT A BENEFIT OF THIS PLAN - IF YOU HAVE A QUESTION REGARDING PLAN BENEFITS,
PLEASE CONTACT PROVIDER SERVICES FOR ASSISTANCE.

The following contains Code on Dental Procedures and Nomenclature (CDT Code), copyright © 2019 American Dental
Association (ADA). All rights reserved. CDT is a trademark of the ADA. The scope of this license is determined by the
ADA, the copyright holder. Any questions pertaining to the license or use of the CDT should be addressed to the ADA.
U.S. Government Rights. This product includes CDT, which is commercial technical data and/or computer data bases
and/or commercial computer software and/or commercial computer software documentation, as applicable, which was
developed exclusively at private expense by the American Dental Association, 211 East Chicago Avenue, Chicago,
Ilinois, 60611. U.S. Government rights to use, modify, reproduce, release, perform, display, or disclose these technical
data and/or computer data bases and/or computer software and/or computer software documentation are subject to the
limited rights restrictions of DFARS 252.227-7015(b)(2) (June 1995) and/or subject to the restrictions of DFARS
227.7202-1(a) (June 1995) and DFARS 227.7202-3(a) (June 1995), as applicable for U.S. Department of Defense
procurements and the limited rights restrictions of FAR 52.227-14 (June 1987) and/or subject to the restricted rights
provisions of FAR 52.227-14 (June 1987) and FAR 52.227-19 (June 1987), as applicable, and any applicable agency
FAR Supplements, for non-Department of Defense Federal procurements.” The license granted herein is expressly
conditioned upon your acceptance of all terms and conditions contained in this agreement.

CDT Code Description of Procedure CBO(;/:;S Min Age Max Age Limitation Auth Required
D0120 PERIODIC ORAL EVALUATION - ESTABLISHED YES 0 19 LEVERY 6 NO
MONTHS
PATIENT
LIMITED ORALEVALUATION - PROBLEM
D0140 FOCUSED YES 0 19 N/A NO
ORAL EVALUATION FOR A PATIENT UNDER 1 EVERY 6
D0145 THREE YEARS OF AGE AND COUNSELING WITH YES 0 2 MONTHS NO
PRIMARYCAREGIVER
COMPREHENSIVEORALEVALUATION-NEW 1 EVERY 36
D0150 ORESTABLISHED PATIENT YES 0 19 MONTHS NO
INTRAORAL-COMPLETE SERIES OF 1 EVERY 24
D0210 RADIOGRAPHICIMAGES YES 0 19 MONTHS NO
INTRAORAL-PERIAPICAL FIRST
D0220 RADIOGRAPHIC IMAGE YES 0 19 N/A NO
INTRAORAL-PERIAPICALEACHADDITIONAL
D0230 RADIOGRAPHICIMAGE YES 0 19 N/A NO
1 EVERY 6
D0270 BITEWING-SINGLE RADIOGRAPHICIMAGE YES 0 19 NO
MONTHS
D0272 BITEWINGS-TWORADIOGRAPHICIMAGES YES 0 19 LEVERY 6 NO
MONTHS
1EVERY 6
D0273 BITEWINGS-THREE RADIOGRAPHIC IMAGES YES 0 19 MONTHS NO
1EVERY 6
D0274 BITEWINGS-FOUR RADIOGRAPHIC IMAGES YES 0 19 MONTHS NO
3SEE TM] 3SEE TM]
OTHERTEMPOROMANDIBULARJOINT
D0321 DISORDER 0 19 DISORDER YES
RADIOGRAPHICIMAGESBYREPORT BENEFIT BENEFIT
1EVERY 24
D0330 PANORAMICRADIOGRAPHICIMAGE YES 0 19 MONTHS NO
2DCELPHALOMETRICRADIOGRAPHICIMAGE - 1EVERY 12
D0340 ACQUISITION, MEASUREMENT AND ANALYSIS YES 0 19 MONTHS NO
2DORAL/FACIALPHOTOGRAPHICIMAGE 1EVERY 12
D0350 OBTAINEDINTRA-ORALLYOREXTRA-ORALLY YES 0 19 MONTHS NO
D0411 HbA1C IN-OFFICE POINT OF SERVICE TESTING YES 0 19 BY REPORT NO
* SEE ACCIDENTAL
D0470 DIAGNOSTIC CASTS YES 0 19 INJURY BENEFIT NO
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CDT Code Description of Procedure %0(;/:;?:: Min Age Max Age Limitation Auth Required
0999 UNSPECIFIED DIAGNOSTIC PROCEDURE, BY VES . o Y REPORT VES
REPORT
TEVERY 6
D1120 PROPHYLAXIS- CHILD YES 0 19 MONTHS NO
D1206 TOPICAL APPLICATION OF FLUORIDE VARNISH YES 0 19 1,\/][5(‘)115% S6 NO
D1208 TOPICAL APPLICATION OF FLUORIDE - EXCLUDING YES 0 19 LEVERY 6 NO
MONTHS
VARNISH
TEVERY 5 YRS
D1351 SEALANT - PER TOOTH YES 0 19 MOLARSONLY NO
PERMANENT
D1510 SPACEMAINTAINER - FIXED-UNILATERAL YES 0 19 TEETHONLY NO
SPACE MAINTAINER - FIXED - BILATERAL, PERMANENT
D1516 MAXILLARY YES 0 19 TEETH ONLY NO
SPACE MAINTAINER - FIXED - BILATERAL, PERMANENT
D1517 MANDIBULAR YES 0 19 TEETH ONLY NO
SPACE MAINTAINER - REMOVABLE- PERMANENT
D1520 UNILATERAL YES 0 19 TEETH ONLY NO
SPACE MAINTAINER - FIXED - BILATERAL, PERMANENT
D1526 MAXILLARY YES 0 19 TEETH ONLY NO
SPACE MAINTAINER - FIXED - BILATERAL, PERMANENT
D1527 MANDIBULAR YES 0 19 TEETH ONLY NO
D1550 RE-CEMENT OR RE-BOND SPACE MAINTAINER YES 0 19 N/A NO
D1555 REMOVAL OF FIXED SPACER MAINTAINER YES 0 19 N/A NO
AMALGAM-ONE SURFACE, PRIMARY OR
D2140 PERMANENT YES 0 19 N/A NO
AMALGAM-TW O SURFACES, PRIMARYOR
D2150 PERMANENT YES 0 19 N/A NO
AMALGAM-THREESURFACES, PRIMARYOR
D2160 PERMANENT YES 0 19 N/A NO
AMALGAM-FOUR OR MORE SURFACES,
D2161 PRIMARY OR PERMANENT YES 0 19 N/A NO
D2330 RESIN-BASED COMPOSITE - ONE SURFACE, YES 0 19 N/A NO
ANTERIOR
D2331 RESIN-BASED COMPOSITE -TW O SURFACES, YES 0 19 N/A NO
ANTERIOR
D2332 RESIN-BASED COMPOSITE -THREE SURFACES, YES 0 19 N/A NO
ANTERIOR
RESIN-BASED COMPOSITE - FOUR ORMORESURFACES
D2335 OR INVOLVINGINCISALANGLE (ANTERIOR) YES 0 19 N/A NO
D2390 RESIN-BASED COMPOSITE CROWN,ANTERIOR YES 0 19 N/A NO
RESIN-BASED COMPOSITE - ONE SURFACE,
D2391 POSTERIOR YES 0 19 N/A NO
RESIN-BASED COMPOSITE - TWO SURFACES,
D2392 POSTERIOR YES 0 19 N/A NO
RESIN-BASED COMPOSITE - THREE
D2393 SURFACES, POSTERIOR YES 0 19 N/A NO
RESIN-BASED COMPOSITE - FOUR OR MORE
D2394 SURFACES, POSTERIOR YES 0 19 N/A NO
TEVERY 5 YRS
52750 CROWN-PORCELAIN FUSED TO HIGH NOBLE METAL VES o " ANTERIOR VES
TEETH ONLY
TEVERY 5 YRS
D271 gi(s)]\E/VNII\J;ESCELAIN FUSEDTO PREDOMINANTLY VES o " ANTERIOR VES
TEETH ONLY
TEVERY 5 YRS
D2752 CROWN-PORCELAIN FUSED TONOBLE METAL YES 0 19 ANTERIOR YES
TEETH ONLY
PREFABRICATED STAINLESS STEEL CROWN -
D2930 PRIMARY TOOTH YES 0 19 N/A NO
PREFABRICATED STAINLESS STEEL CROWN -
D2931 PERMANENTTOOTH YES 0 19 N/A NO
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CDT Code Description of Procedure %0(;/:;?:: Min Age Max Age Limitation Auth Required
PREFABRICATED STAINLESSSTEELCROWN ANTERIOR
D2933 WITH RESIN WINDOW YES 0 19 TEETHONLY NO
PREFABRICATEDESTHETICCOATED N/A
D2934 STAINLESS STEEL CROWN - PRIMARY TOOTH YES 0 19 NO
D2940 PROTECTIVERESTORATION YES 0 19 N/A YES
POST AND CORE IN ADDITION TO CROWN, N/A
D2952 INDIRECTLY FABRICATED YES 0 19 YES
52999 UNSPECIFIEDRESTORATIVE PROCEDURE,BY VES 0 19 N/A VES
REPORT
THERAPEUTIC PULPOTOMY (EXCLUDING N/A
D3220 FINAL RESTORATION) REMOVAL OF PULP CORONAL YES 0 19 NO
TO THE DENTINOCEMENTAL JUNCTION AND
APPLICATION OF MEDICAMENT
PARTIAL PULPOTOMY FOR APEXOGENESIS -
D3222 PERMANENTTOOTHWITHINCOMPLETE ROOT YES 0 19 N/A NO
DEVELOPMENT
ENDODONTIC THERAPY, ANTERIOR TOOTH 1 PER LIFETIME
D3310 (EXCLUDING FINAL RESTORATION) YES 0 19 PERTOOTH NO
ENDODONTIC THERAPY, PREMOLAR BICUSPID 1 PER LIFETIME
D3320 TOOTH (EXCLUDING FINAL RESTORATION) YES 0 19 PER TOOTH NO
ENDODONTIC THERAPY, MOLAR TOOTH 1 PER LIFETIME
D3330 (EXCLUDINGFINALRESTORATION) YES 0 19 PERTOOTH NO
D3346 RETREATMENT OF PREVIOUS ROOT CANAL THERAPY - YES 0 19 1 PER LIFETIME YES
PER TOOTH
[ANTERIOR
RETREATMENT OF PREVIOUS ROOT CANAL 1 PER LIFETIME
D3347 THERAPY - PREMOLAR YES 0 19 PERTOOTH YES
D3348 RETREATMENT OF PREVIOUS ROOT CANAL YES 0 19 1 iii?gg%ﬂ YES
THERAPY - MOLAR
3999 UNSPECIFIEDENDODONTIC PROCEDURE, BY VES 0 19 BYREPORT VES
REPORT
GINGIVECTOMY OR GINGIVOPLASTY-FOUR OR
MORE CONTIGUOUS TEETH OR TOOTH L EVERY 36
D4210 BOUNDED SPACESPERQUADRANT, YES 0 19 MONTHS NO
PERFORMED TOELIMINATE SUPRABONY
POCKETS
GINGIVECTOMY OR GINGIVOPLASTY ONE TO L EVERY 36
D4211 THREE CONTIGUOUS TEETH ORTOOTH YES 0 19 MONTHS NO
BOUNDED SPACES PER QUADRANT
GINGIVALFLAPPROCEDUREINCLUDING 1PROCEDURE
ROOT PLANING - FOUR OR MORE CONTINGUOUS PERQUADRANT
D4240 TEETH OR TOOTH BOUNDED SPACES PER YES 10 19 EVERY 12 NO
QUADRANT MONTHS
GINGIVALFLAPPROCEDUREINCLUDING 1PROCEDURE
ROOT PLANING - ONE TO THREE CONTIGUOUS PERQUADRANT
4241 TEETH OR TOOTH BOUNDED SPACESPER YES 10 19 EVERY 12 NO
QUADRANT MONTHS
OSSEOUS SURGERY (INCLUDING ELEVATION
1PROCEDURE
OF AFULL THICKNESS FLAP AND CLOSURE)- FOUR
D4260 ORMORE CONTIGUOUS TEETH OR TOOTH YES 0 19 p];;E{R %ZETF:ZET NO
BOUNDED SPACE PER QUANDRANT Q
OSSEOUSSURGERY (INCLUDINGELEVATION
1 PROCEDURE
OF A FULL THICKNESS FLAP AND CLOSURE)- ONE TO
b4261 THREE CONTIGUOUS TEETH OR TOOTH BOUNDED YES 0 19 P];];R ]{;i%wﬁ NO
SPACES PER QUANDRANT Q
2 QUADS PER
PERIODONTAL SCALING AND ROOT PLANING - FOUR VISIT 4
D434l OR MORE TEETH PER QUADRANT YES 10 19 QUADS PER NO
YEAR
2 QUADS PER
PERIODONTAL SCALING AND ROOT PLANING - ONE VISIT 4
D4342 YES 10 19 NO
TO THREE TEETH, PER QUADRANT QUADS PER
YEAR
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CDT Code Description of Procedure (gogr?;?i(tj Min Age Max Age Limitation Auth Required
1
SEE 1 SEE
ACCIDENTAL
D5110 COMPLETE DENTURE - MAXILLARY INJURY 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
1
SEE 1SEE
ACCIDENTAL
D5120 COMPLETEDENTURE - MANDIBULAR INJURY 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
1
MAXILLARY PARTIAL DENTURE - RESIN BASED ACCIS]?IETAL 1SEE
D5211 (INCLUDING RETENTIVE/CLASPING MATERIALS, INJURY 0 19 ACCIDENTAL YES
RESTS,AND TEETH) BENEFIT INJURY BENEFIT
1
MANDIBULARPARTIALDENTURE - RESIN BASE ACCIDS]]EEII\EI:TAL 1SEE
D5212 (INCLUDINGRETENTIVE/CLASPING MATERIALS, INJURY 0 19 ACCIDENTAL YES
RESTS, AND TEETH) BENEFIT INJURY BENEFIT
IMMEDIATEMAXILLARYPARTIALDENTURE- 1PER 36
D5221 RESIN BASE (INCLUDING ANY CONVENTIONAL YES 0 19 MONTHS YES
CLASPS, RESTS, AND TEETH)
IMMEDIATEMANDIBULARPARTIALDENTURE- 1PER 36
D5222 RESIN BASE (INCLUDING ANY CONVENTIONAL YES 0 19 MONTHS YES
CLASPS, RESTS, AND TEETH)
WHEN
D5955 PALATAL LIFT PROSTHESIS,DEFINITIVE YES 0 19 MEDICALLY YES
NECESSARY
UNSPECIFIED FIXED PROSTHODONTIC
D6999 PROCEDURE, BY REPORT YES 0 19 BY REPORT YES
EXTRACTION,ERUPTED TOOTH OREXPOSED 1 PER LIFETIME
D7140 ROOT (ELEVATION AND/OR FORCEPSREMO YES 0 19 PER TOOTH NO
EXTRACTION,ERUPTED TOOTHREQUIRING
REMOVAL OF BONE AND/OR SECTIONING OF 1 PER LIFETIME
D7210 TOOTH, AND INCLUDING ELEVATION OF YES 0 19 PERTOOTH NO
MUCOPERISOTEALFLAPIFINDICATED.
REMOVAL OF IMPACTED TOOTH - SOFT 1 PER LIFETIME
D7220 TISSUE YES 0 19 PERTOOTH NO
REMOVAL OF IMPACTED TOOTH - PARTIALLY 1 PER LIFETIME
D7230 BONY YES 0 19 PERTOOTH NO
REMOVAL OF IMPACTED TOOTH - 1 PER LIFETIME
D7240 COMPLETELY BONY YES 0 19 PERTOOTH NO
REM.IMP.TOOTH,COMPLETELY BONY,WITH 1 PER LIFETIME
D7241 UNUSUAL SURG.COMPLICATIONS YES 0 19 PERTOOTH NO
REMOVAL OF RESIDUAL TOOTH ROOTS 1 PERLIFETIME
D7250 (CUTTING PROCEDURE) YES 0 19 PERTOOTH NO
WHEN
D7251 gg&%];l}iiTOMY— INTENTIONAL PARTIAL TOOTH VES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7260 ORAL ANTRAL FISTULA CLOSURE YES 0 19 MEDICALLY NO
NECESSARY
1
TOOTH REIMPLANTATION AND/OR STABILIZATION ACCIDSEI]\EI:TAL 1SEE
D7270 OF ACCIDENTALLY EVULSED OR DISPLACED TOOTH INJURY 0 19 ACCIDENTAL NO
BENEFIT INJURY BENEFIT
TOOTH TRANSPLANTATION (INCLUDES RE- WHEN
D7272 IMPLANTATION FROM ONE SITE TO ANOTHER AND YES 0 19 MEDICALLY YES
SPLINTING AND/OR STABILIZATION) NECESSARY
WHEN
D7280 EXPOSURE OF AN UNERUPTED TOOTH YES 0 19 MEDICALLY YES
NECESSARY
INCISIONAL BIOPSY OF ORAL TISSUE- HARD WHEN
D7285 BONE. TOOTH YES 0 19 MEDICALLY NO
( ! ) NECESSARY
WHEN
D7286 INCISIONAL BIOPSY OF ORAL TISSUE - SOFT YES 0 19 MEDICALLY NO
NECESSARY
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CDT Code Description of Procedure %0(;/:;?:: Min Age Max Age Limitation Auth Required
BRUSH BIOPSY - TRANSEPITHELIAL SAMPLE WHEN
D7288 COLLECTION YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7290 SURGICALREPOSITIONING OF TEETH YES 0 19 MEDICALLY NO
NECESSARY
CORTICOTOMY - ONE TO THREE TEETH OR TOOTH WHEN
D7296 SPACES PER QUADRANT YES 0 19 MEDICALLY NO
NECESSARY
CORTICOTOMY - FOUR OR MORE TEETH OR TOOTH WHEN
D7297 SPACES PER QUADRANT YES 0 19 MEDICALLY NO
NECESSARY
ALVEOLOPLASTY IN CONJUCTION WITH WHEN
D7310 EXTRACTIONS - FOUR OR MORE TEETH OR TOOTH YES 0 19 MEDICALLY NO
SPACES PER QUADRANT NECESSARY
ALVEOLOPLASYIN CONJUNCTIONWITH WHEN
D7311 EXTRACTIONS - ONE TO THREE TEETH OR TOOTH YES 0 19 MEDICALLY NO
NECESSARY
ALVEOLOPLASTYNOTIN CONJUCTIONWITH WHEN
D7320 EXTRACTIONS - FOUR OR MORE TEETH OR TOOTH YES 0 19 MEDICALLY NO
SPACES PER QUADRANT NECESSARY
ALVEOLOPLASYNOTIN CONJUNCTIONWITH WHEN
D7321 EXTRACTIONS - ONE TO THREE TEETH OR TOOTH YES 0 19 MEDICALLY NO
NECESSARY
VESTIBULOPLASTY - RIDGE EXTENSION (SECOND WHEN
D7340 EPITHELIALIZAT] ONi ( YES 0 19 MEDICALLY NO
NECESSARY
VESTIBULOPLASTY - RIDGE EXTENSION (INCLUDING WHEN
D7350 SOFT TISSUE GRAFTS, MUSCLE REATTACHMENT, YES 0 19 x;géggﬁg NO
REVISOIN OF SOFT TISSUE ATTACHMENT AND
MANGEMENT OF HYPERTROPHIED AND
HYPERPIASTIC TISSUE)
EXCISION OF BENIGN LESION UP TO 1.25 CM WHEN
D7410 : YES 0 19 MEDICALLY NO
NECESSARY
EXCISION OF BENIGN LESION GREATER THAN WHEN
D7411 125 CM YES 0 19 MEDICALLY NO
: NECESSARY
EXCISION OF MALIGNANT LESION UP TO 1.25 CM WHEN
D7413 : YES 0 19 MEDICALLY NO
NECESSARY
EXCISION OF MALIGNANT LESION GREATER THAN WHEN
D7414 125 M YES 0 19 MEDICALLY NO
: NECESSARY
EXCISION OF MALIGNANT TUMOR - LESION WHEN
D7440 DIAMETER UPTO 1.25 CM ) YES 0 19 MEDICALLY NO
: NECESSARY
EXCISION OF MALIGNANT TUMOR - LESION WHEN
D7441 DIAMETER OVER 1.25 CM ) YES 0 19 MEDICALLY NO
: NECESSARY
REMOVAL OF BENIGN ODONTOGENIC CYST OR WHEN
D7450 YES 0 19 MEDICALLY NO
TUMOR-LESION DIAMETER UP T0 1.25 CM NECESSARY
REMOVAL OF BENIGN ODONTOGENIC CYST OR WHEN
D7451 YES 0 19 MEDICALLY NO
TUMOR-LESION DIAMETER GREATER THAN 1.25 CM NECESSARY
REMOVALOFBENIGNNONODONTOGENIC CYST OR WHEN
D7460 YES 0 19 MEDICALLY NO
TUMOR-LESION DIAMETER UP TO 1.25 CM NECESSARY
REMOVAL OF BENIGN NONODONTOGENIC WHEN
D7461 CYSTORTUMOR-LESION DIAMETER GREATER THAN YES 0 19 MEDICALLY NO
1.25 CM NECESSARY
DESTRUCTION OF LESION(S) BY PHYSICAL OR WHEN
D7465 YES 0 19 MEDICALLY NO
CHEMICAL METHODS, BY REPORT NECESSARY
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CDT Code Description of Procedure Benefit Min Age Max Age Limitation Auth Required
REMOVAL OF LATERAL EXOSTOSIS (MAXILLA OR YES WHEN
D7471 MANDIBLE) 0 19 MEDICALLY NO
NECESSARY
WHEN
RADICALRESECTION OF MAXILLA OR MANDIBLE
D7490 YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7510 INCISION AND DRAINAGE OF ABSCESS - INTRAORAL VES 0 1o MEDICALLY NO
SOFTTISSUE
NECESSARY
WHEN
D7520 INCISION AND DRAINAGE OF ABSCESS - EXTRAORAL VES 0 1o MEDICALLY NO
SOFTTISSUE
NECESSARY
WHEN

D7530 REMOVAL OF FOREIGN BODY FROM MUCOSA, SKIN, OR VES 0 19 MEDICALLY NO
SUBCUTANEOUSALVEOLARTISSUE
NECESSARY

D7540 REMOVAL OF REACTION-PRODUCING FOREIGN BODIES VES 0 19 Ml:;ﬁ:ilzLY NO
- MUSCULOSKELETAL SYSTEM

NECESSARY
PARTIAL OSTECTOMY/SEQUESTRECTOMY WHEN
D7550 FORREMOVAL OF NON-VITAL BONE YES 0 19 MEDICALLY NO
NECESSARY
WHEN

D7560 MAXILLARY SINUSOTOMY FOR REMOVAL OF TOOTH YES 0 19 MEDICALLY NO
FRAGMENT OR FOREIGN BODY

NECESSARY
WHEN
MAXILLA - OPEN REDUCTION (TEETH
D7610 IMMOBILIZEDIF PRESENT) YES 0 19 MEDICALLY NO
NECESSARY
WHEN
MAXILLA - CLOSED REDUCTION (TEETH IMMOBILIZED IF|
D7620 YES 0 19 MEDICALLY NO
PRESENT)
NECESSARY
WHEN
MANDIBLE - OPEN REDUCTION (TEETH IMMOBILIZEDIF
D7630 YES 0 19 MEDICALLY NO
PRESENT)
NECESSARY
WHEN
D7640 MANDIBLE - CLOSED REDUCTION (TEETH IMMOBILIZED YES 0 19 MEDICALLY NO
IFPRESENT)
NECESSARY
MALAR AND/OR ZYGOMATIC ARCH - OPEN REDUCTION WHEN
D7650 YES 0 19 MEDICALLY NO
NECESSARY
MALARAND/ORZYGOMATICARCH - CLOSED WHEN
D7660 REDUCTION YES 0 19 MEDICALLY NO
NECESSARY
WHEN

ALVEOLUS - CLOSED REDUCTION, MAY INCLUDE
p7670 STABILIZATION OF TEETH YES 0 19 MEDICALLY NO
NECESSARY

WHEN

ALVEOLUS - OPEN REDUCTION, MAY INCLUDE
D7671 STABILIZATION OF TEETH YES 0 19 MEDICALLY NO
NECESSARY

D7680 FACIALBONES - COMPLICATED REDUCTION WITH YES 0 19 Mli"/g;iTLY NO
FIXATION AND MULTIPLE SURGICAL APPROACHES NECESSARY

WHEN
D7710 MAXILLA - OPEN REDUCTION YES 0 19 MEDICALLY NO
NECESSARY

WHEN
D7720 MAXILLA - CLOSED REDUCTION YES 0 19 MEDICALLY NO
NECESSARY

WHEN
D7730 MANDIBLE - OPENREDUCTION YES 0 19 MEDICALLY NO
NECESSARY

WHEN
D7740 MANDIBLE - CLOSED REDUCTION YES 0 19 MEDICALLY NO
NECESSARY

WHEN
YES 0 19 MEDICALLY NO
NECESSARY

D7750 MALAR AND/OR ZYGOMATIC ARCH - OPEN REDUCTION
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CDT Code Description of Procedure %0(;/:;:: Min Age Max Age Limitation Auth Required
MALAR AND/OR ZYGOMATIC ARCH - CLOSED WHEN
D7760 YES 0 19 MEDICALLY NO
REDUCTION NECESSARY
TSER -~
7770 ?lé\ggws- OPEN REDUCTION STABILIZATION OF AC;Z;I];[]?EiAL . i ACCIDENTAL o
BENEFIT INJURY BENEFIT
TSER -
FACIAL BONES COMPLICATED REDUCTION WITH | ACCIDENTAL
D77 19 N
80 FIXATION AND MULTIPLE APPROACHES INJURY 0 INALCJ;?;::;?FLIT 0
BENEFIT J
TSEE -~
ACCIDENTAL
D7810 OPEN REDUCTION OF DISLOCATION INJURY 0 19 ACCIDENTAL NO
BENEFIT INJURY BENEFIT
TSER -
ACCIDENTAL
D7820 CLOSED REDUCTION OF DISLOCATION INJURY 0 19 ACCIDENTAL NO
BENEFIT INJURY BENEFIT
TSEE -~
ACCIDENTAL
D7830 MANIPULATION UNDER ANESTHESIA INJURY 0 19 ACCIDENTAL NO
BENEFIT INJURY BENEFIT
TSER -~
D7840 CONDYLECTOMY ACIC;I?[EJEST(AL 0 19 ACCIDENTAL NO
BENEFIT INJURY BENEFIT
TSER -~
ACCIDENTAL
7850 SURGICAL DISCECTOMY, WITH/WITHOUT . i ACCIDENTAL o
IMPLANT INJURY A
BENEFIT J
TSEE -~
D7860 ARTHROTOMY ACIC;I?[EJEST(AL 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
TSER -
D7870 ARTHROCENTESIS ACIC;I?[EJEST(AL 0 19 ACCIDENTAL NO
BENEFIT INJURY BENEFIT
SUTURE OF RECENT SMALL WOUNDS UP TO 5 CM WHEN
D7910 YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7911 COMPLICATED SUTURE-UP TO5CM YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7912 COMPLICATED SUTURE-GREATER THAN 5CM YES 0 19 MEDICALLY YES
NECESSARY
SKIN GRAFT (IDENTIFY DEFECT COVERED WHEN
g MEDICALLY
p7920 LOCATION, AND TYPE OF GRAFT) YES 0 19 NECESSARY NO
WHEN
D7940 g;ﬁgﬁhﬁg’F ORORTHOGNATHIC YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7941 OSTEOTOMY - MANDIBULAR RAMI YES 0 19 MEDICALLY YES
NECESSARY
OSTEOTOMY - MANDIBULAR RAMIWITH BONE WHEN
D7943 YES 0 19 MEDICALLY YES
GRAFT; INCLUDES OBTAINING THE GRAFT NECESSARY
WHEN
D7944 OSTEOTOMY - SEGMENTED OR SUBAPICAL YES 0 19 MEDICALLY YES
NECESSARY
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CDT Code Description of Procedure %0(;/:;?:: Min Age Max Age Limitation Auth Required
WHEN
D7945 OSTEOTOMY-BODYOF MANDIBLE YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7946 LEFORTI (MAXILLA-TOTAL) YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7947 LEFORTI(MAXILLA - SEGMENTED) YES 0 19 MEDICALLY YES
NECESSARY
LEFORT IIORLEFORTIII (OSTEOPLASTY OF FACIAL WHEN
p7948 BONESFORMIDFACE HYPOPLASIA OR RETRUSION) YES 0 19 MEDICALLY YES
NECESSARY
- WITHOUT BONE GRAFT
WHEN
D7949 LEFORT Il OR LEFORT III - WITH BONE GRAFT YES 0 19 MEDICALLY YES
NECESSARY
OSSEOUS,0STEOPERIOSTEAL,OR WHEN
CARTILAGE GRAFT OF THE MANDIBLE OR
D7950 MAXILLA - AUTOGENOUS OR YES 0 19 MEDICALLY YES
NONAUTOGENOUS,BYREPORT NECESSARY
WHEN
D7955 ?EF;?JI;{];);FI\I;UC-\;(ILLOFACIAL SOFT AND/OR HARD YES 0 19 MEDICALLY VES
NECESSARY
FRENULECTOMY - ALSO KNOWN AS WHEN
FRENECTOMY OR FRENOTOMY - SEPARATE
b7960 PROCEDURE NOT INCIDENTAL TO ANOTHER YES 0 19 MEDICALLY NO
PROCEDURE NECESSARY
EXCISION OF HYPERPLASTIC TISSUE - PER ARCH WHEN
D7970 ) YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7979 NON-SURGICAL SIALOLITHOTOMY YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7980 SURGICALSIALOLITHOTOMY YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7981 EXCISION OF SALIVARY GLAND, BY REPORT YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7982 SIALODOCHOPLASTY YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7983 CLOSURE OF SALIVARY FISTULA YES 0 19 MEDICALLY YES
NECESSARY
WHEN
D7990 EMERGENCYTRACHEOTOMY YES 0 19 MEDICALLY NO
NECESSARY
WHEN
D7991 CORONOIDECTOMY YES 0 19 MEDICALLY YES
NECESSARY
UNSPECIFIEDORALSURGERYPROCEDURE, BY WHEN
D7999 REPORT ’ YES 0 19 MEDICALLY YES
NECESSARY
1 SEE —
INTERCEPTIVEORTHODONTICTREATMENTOF THE | ACCIDENTAL
D8050 PRIMARY DENTITION INJURY 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
1 SEE -
INTERCEPTIVE ORTHODONTIC TREATMENT OF THE | ACCIDENTAL
D8060 TRANSITIONAL DENTITION INJURY 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
1 SEE -
COMPREHENSIVEORTHODONTICTREATMENT OF ACCIDENTAL
D8080 THE ADOLESCENT DENTITION INJURY 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
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CDT Code Description of Procedure %0(;/:;?:: Min Age Max Age Limitation Auth Required
" SEE 1SEE
ACCIDENTAL
D8670 PERIODIC ORTHODONTIC TREATMENT VISIT INJURY 0 19 ACCIDENTAL YES
BENEFIT INJURY BENEFIT
REPLACEMENT OF LOST OR BROKEN 1 PER LIFETIME
D8692 RETAINER YES 0 19 PER ARCH YES
D8999 UNSPECIFIED ORTHODONTIC PROCEDURE, BY YES 0 19 BY REPORT YES
REPORT
PALLIATIVE (EMERGENCY) TREATMENT OF
D9110 DENTAL PAIN - MINOR PROCEDURE YES 0 19 N/A YES
2 WHEN
D9222 JI\JAJ?EIETSS;)ATION/GENERAL ANESTHESIA-FIRST 15 YES 0 19 CLINICALLY YES
NECESSARY
DEEPSEDATION/GENERALANESTHESIA- EACH “WHEN
D9223 YES 0 19 CLINICALLY YES
SUBSEQUENT 15 MINUTE INCREMENT NECESSARY
ALLOWABLE
WITH
INHALATION OF NITROUS OXIDE / ANALGESIA, RESTORATIVE
p9230 ANXIOLYSIS YES 0 19 PROCEDURES YES
ONLY 1 PER
VISIT /DAY
INTRAVENOUS MODERATE (CONSCIOUS) “WHEN
D9239 YES 0 19 CLINICALLY YES
SEDATION/ANALGESIAFIRST 15 MINUTES NECESSARY
INTRAVENOUS MODERATE (CONSCIOUS) 2WHEN
D9243 SEDATION/ANALGESIA EACH SUBSEQUENT 15 YES 0 19 CLINICALLY YES
MINUTE NECESSARY
2WHEN
D9248 NON-INTRAVENOUS (CONSCIOUS) SEDATION YES 0 19 CLINICALLY YES
NECESSARY
CONSULTATION - DIAGNOSTIC SERVICE
D9310 PROVIDED BY DENTIST OR PHYSICIAN OTHER THAN YES 0 19 N/A NO
REQUESTING DENTIST OR PHYSICIAN
" SEE 1SEE
D9944 OCCLUSAL GUARD-HARD APPLIANCE, FULL ARCH ACICIEII])SgiAL 0 19 ACCIDENTAL VES
BENEFIT INJURY BENEFIT
1 SEE —
D9945 OCCLUSAL GUARD-SOFT APPLIANCE, FULL ARCH ACICIEII])SgiAL 0 19 ACCIDENTAL VES
BENEFIT INJURY BENEFIT
1SEE -
D9946 OCCLUSALGUARD-HARDAPPLIANCE,PARTIAL ARCH ACIC]{]I])SgiAL 0 19 ACCIDENTAL VES
BENEFIT INJURY BENEFIT
D9999 ggsgnglED ADJUNCTIVE PROCEDURE, BY VES 0 19 N/A VES

PROCEDURES NOT LISTED ARE NOT ABENEFIT OF THIS PLAN - IF YOU HAVE A QUESTION REGARDING PLAN BENEFITS,
PLEASE CONTACT PROVIDER SERVICES FOR ASSISTANCE.
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T ACCIDENTAL INJURY BENEFIT - THE CALENDAR YEAR MAXIMUM DOES NOT APPLY TO THESE SERVICES
Benefits are provided for dental care, treatment, dental surgery, and dental appliances made necessary by accidental
bodily injury to sound and natural teeth (which are free from effects of impairment or disease) effected solely through
external means occurring while the Member is covered under the plan. Injury to teeth as a result of chewing or biting in
not considered accidental injury.

FOR ACCIDENTAL INJURY BENEFITS — SUBMIT A TREATMENT PLAN WITH PROCEDURE CODES
FOR PRE-AUTHORIZATION APPROVAL.
FOR ORTHODONTIC BENEFITS - No benefits will be provided for orthodontics, dentures, occlusion reconstruction, or for
inlays unless such services are provided pursuant to an accidental injury as described above or when such services are
recommended by a physician or dentist for the treatment of severe craniofacial anomalies or meeting other pre-qualifying
criteria.
FOR ORTHODONTIC BENEFITS — SUBMIT A TREATMENT PLAN WITH PROCEDURE CODES
FOR PRE-AUTHORIZATION APPROVAL.

2 ANESTHESIA BENEFITS
Benefits are provided for anesthesia and for associated facility charges when the mental or physical condition of the
Member requires dental treatment to be rendered under physician-supervised general anesthesia in a hospital setting,
surgical center or dental office.

3 TMJ COVERAGE BENEFIT
Benefits are provided for diagnosis and surgical treatment of temporomandibular joint (TMJ) disorder or syndrome and
craniomandibular disorder, whether such treatment is rendered by a Practitioner or dentist, subject to a lifetime
maximum benefit of $5,000 per Member. This lifetime maximum will apply regardless of whether the temporomandibular
—craniomandibular joint disorder was caused by an accidental injury or was congenital in nature.
FOR TMJ BENEFITS — SUBMIT A TREATMENT PLAN WITH PROCEDURES
FOR PRE-AUTHORIZATION APPROVAL.
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