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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE*Highmark Blue Cross Blue Shield is very pleased to provide this information about your dental care program.
Read it carefully and keep it in a safe place with your other valuable documents. Review it to become familiar
with your benefits and when you have a specific question regarding your coverage.

This booklet does not constitute a contract of benefits and provisions. The complete set of terms of coverage
are set forth in the group contract issued by Highmark Blue Cross Blue Shield, an Independent Licensee of the
Blue Cross and Blue Shield Association. Should the information in this booklet differ from the information
contained in the group contract, the terms of the group contract shall govern. This booklet is merely a
description of the principal features of your BlueEdge Dental program.
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Non-Assignment
Unless otherwise required by law, Highmark is authorized by the member to make payments directly
to providers furnishing Covered Services provided under the program described in this benefit
booklet; however, Highmark reserves the right to make these payments directly to the member. The
right of a member to receive payment for a Covered Service described in this benefit booklet is not
assignable, except to the extent required by law, nor may benefits described in this benefit booklet be
transferred either before or after Covered Services are rendered. Any (direct or indirect) attempt to
accomplish such an assignment shall be null and void. Nothing contained in this benefit booklet shall
be construed to make Highmark, the group health plan or the group health plan sponsor liable to any
assignee to whom a member may be liable for medical care, treatment, or services.
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*TOCLVL1*How Your Benefits Are Applied-Dental Program*TOCLVL1*

How Your Benefits Are Applied - Dental Program

Benefit Period
*TOCLVL2*Benefit Period*TOCLVL2*

The specified period of time during which charges for covered services must be incurred in order to be eligible
for payment by Highmark. A charge shall be considered incurred on the date you receive the service, product
or supply for which the charge is made.

Your benefit period is 12 consecutive months beginning on August 1.

Coinsurance
*TOCLVL2*Coinsurance*TOCLVL2*

Those remaining percentages or dollar amounts of the maximum allowable charge for a covered service that
are your responsibility after Highmark pays the percentages or dollar amounts shown on the Summary of
Benefits for a covered service.

Deductible
*TOCLVL2*Deductible*TOCLVL2*

A specified amount of expenses set forth in the Summary of Benefits for covered services that you must be
pay before Highmark will pay any benefit.

Member Liability
*TOCLVL2*Member Liability*TOCLVL2*

In order to keep the program affordable for you, Highmark includes certain cost-sharing features. If the class or
service grouping is not covered under the program, the Summary of Benefits will indicate either “not covered”
or “Plan Pays -- 0%”. You will be responsible to pay your dentist the full charge for these uncovered services.

Classes or service groupings shown with “Plan Pays” percentages greater than 0% but less than 100% require
you to pay a portion of the cost for the covered service. For example, if the program pays 80%, your share or
coinsurance is 20% of the maximum allowable charge. You are also responsible to pay any deductibles,
charges exceeding the program maximums or charges for covered services performed before satisfaction of
any applicable waiting periods or which are not eligible for payment following the application of program benefit
limitations. If you receive covered services from an out-of network provider, the plan will apply the percentages
shown in the Summary of Benefits and you will be responsible for the difference, up to the provider’s charge.

Maximum
*TOCLVL2*Maximum*TOCLVL2*

The greatest amount Highmark is obligated to pay for all covered services rendered during a specified period
as shown in the Summary of Benefits.

Limitations
*TOCLVL2*Limitations*TOCLVL2*

Certain services on the Summary of Benefits are subject to frequency or age limitations See the section
Covered Services for any limitations. Before reviewing the limitations, you must first check the Summary of
Benefits to see which services are covered.
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Payment For Network Covered Expenses
*TOCLVL2*Payment For Network Covered Expenses*TOCLVL2*

If you have services performed by a network dentist, Highmark will pay covered benefits directly to the network
dentist. Both you and the dentist will be notified of benefits covered, the plan's payment and any amounts you
owe for coinsurance, deductibles, charges exceeding annual maximums or charges for services not covered.
Payment will be based on the maximum allowable charge (MAC) that the treating network dentist has
contracted to accept. MAC charges may vary depending on the geographical area of the dental office and the
contract between Highmark or its designated agent and the particular network dentist rendering the service.
Network dentists agree by contract to accept MAC as payment in full for covered services rendered to you.
You shall be held harmless if, after receiving services from a network dentist, such services are determined not
to be dentally necessary.

Payment For Out-of-Network Covered Expenses
*TOCLVL2*Payment For Out-of-Network Covered Expenses*TOCLVL2*

If you receive services from an out-of-network dentist, Highmark will send payment for covered benefits to you,
unless the claim submitted by you indicates that payment should be sent directly to the dentist that performed
the services. This is called assignment of benefits, and is available for care delivered by out-of-network
dentists outside of Pennsylvania. You will still be notified whether the services you received are covered, the
plan payment and any amounts that you owe for coinsurance, deductibles, charges exceeding annual
maximums, services not covered due to benefit frequency limitations or charges for services not covered by
your program. Highmark's payment will be based on the maximum allowable charges (MAC) for the services.
Out-of-Network MAC is determined as a percentile of dentist charges for Covered Services by grouping the
90th percentile of dentist charges into different geographical areas which are used to calculate Highmark's
payment.You will be responsible to pay the dentist any difference between the plan's payment and the
out-of-network dentist's full charge for the services. Out-of-network dentists are not obligated to limit their fees
to the plan's MAC. Dental emergency services performed by an out-of-network dentist will be reimbursed by
the plan so that you are not liable for a greater out of pocket expense than if you were treated by a network
dentist.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*Description of Benefits*TOCLVL1*

Description of Benefits

The general descriptions below explain the services on the Summary of Benefits. The descriptions are not
all-inclusive – they include only the most common dental procedures in a class or service grouping. Specific
dental procedures may be shifted among groupings or classes or may not be covered depending on your
program.

Check the Summary of Benefits section to see which services are covered (“Plan Pays percentage greater
than “0%”). Also, have your provider call Highmark to verify coverage of specific dental procedures or log on to
www.highmarkbcbs.com to check coverage.

Covered services are limited as detailed below. Limitations may differ by the state in which you receive
services. Some limitations may be waived depending on your medical condition. Only American Dental
Association procedure codes are covered.

Also, be sure to review the section, What is Not Covered for exclusion information.

Exams (oral evaluations)
Oral examination and evaluation of the member by a provider. Examinations may be comprehensive and
periodic, limited problem focused and consultations and detailed problem focused.

l Benefits for Oral Evaluations are limited to:

¡ Comprehensive and periodic – Two of these services per 12 months. Once paid, comprehensive
evaluations are not eligible to the same office unless there is a significant change in health
condition or the patient is absent from the office for three or more years.

¡ Limited problem focused and consultations – One of these services per dentist per patient per 12
months.

¡ Detailed problem focused – One per dentist per patient per 12 months per eligible diagnosis.

X-rays (full mouth, bitewing and occlusal)
Bitewings, periapical and full-mouth x-rays. Benefits are limited to:

l Full mouth x-rays – One set every 5 years.
l Bitewing x-rays – One set per 12 months under age 19 and One set per 18 months age 19 and

older.

l Periapical intraoral films - 4 set(s) every 12  months per dental provider if not performed in
conjunction with definitive procedures and occlusal intraoral films are limited to 2 set(s) every 24
months.

Cleanings, Fluoride Treatments, Sealants for prevention
Benefits are limited to:

l Prophylaxis – Two per 12 months. One additional if you are under the care of a medical
professional during pregnancy.

l Fluoride treatment – One per 12 months for members under age 14.
l Sealants – One per tooth  every 3 years between ages 6 and 16 on permanent first and second

molars.

Palliative Treatment for relief of pain for dental emergencies.
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Space Maintainers to prevent tooth movement.
l Space maintainers –One per 5 years period for members under age 14 when used to maintain space as

a result of prematurely lost deciduous molars and permanent first molars, or deciduous molars and
permanent first molars that have not, or will not, develop.

Basic Restorative to treat caries (cavities, tooth decay) – amalgam and anterior composite resin fillings,
stainless steel crowns, crown build-ups and posts and cores.

l Replacement of restorative services only when they are not, and cannot be made, serviceable:

¡ Basic restorations – not within 24 months of previous placement.

¡ Single crowns, inlays, onlays, buildups, and post and cores – not within Five year(s) of previous
placement.

¡ Replacement of natural tooth/teeth in an arch – not within Five years of a fixed partial denture, full
denture or partial removable denture.

Endodontics to treat the dental pulp, pulp chamber and root canal – root canal treatment and retreatment,
pulpotomy, pulpal therapy, apicoectomy, and apexification.

l Pulpal therapy – one per eligible primary tooth per lifetime only when there is no secondary tooth to
replace it.

l Root canal retreatment – One per tooth per lifetime.

Non-surgical Periodontics for non-surgical treatment of diseases of the gums and bones supporting the
teeth – periodontal scaling and root planing, periodontal maintenance.

Repairs of Crowns, Inlays, Onlays, Bridges– repair, recementation, re-lining, re-basing and adjustment.

Denture Repairs
l Denture relining, rebasing or adjustments are considered part of the denture charges if provided within

Six months of insertion by the same dentist. Subsequent denture relining or rebasing limited to One every
Three years thereafter.

Simple Extractions – non-surgical removal of teeth and roots.

Periodontics and Surgical Periodontics for surgical treatment of the tissues supporting and surrounding the
teeth (gums and bone) – gingivectomy, gingivoplasty, gingival curretage, osseous surgery, crown lengthening,
bone and tissue replacement grafts.

l Periodontal Services:

¡ Full mouth debridement – One per lifetime.

¡ Periodontal maintenance following active periodontal therapy – Two per 12 months in addition to
routine prophylaxis.

¡ Periodontal scaling and root planing – One per 36 month(s) per area of the mouth.

¡ Surgical periodontal procedures – One per 36 months per area of the mouth.

¡ Guided tissue regeneration – One per tooth per lifetime.
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Complex Oral Surgery for surgical treatment of the hard and soft tissues of the mouth – surgical extractions,
impactions, excisions, exposure, root removal; alveoplasty and vestibuloplasty.

Anesthesia for elimination of pain during treatment – general or nitrous oxide or IV sedation. Limited to 60
minutes per session.

Crowns, Inlays and Onlays/Prefabricated stainless steel crowns when the teeth cannot be restored by
fillings.

l Prefabricated stainless steel crowns – One per tooth per lifetime for members under age 14.

Prosthetics – fixed bridges, partial and complete dentures.

Recementation
l Recementation – One per 3 Calendar Year(s). Recementation during the first 12 months following

insertion of the crown or bridge by the same dentist is included in the crown or bridge benefit.

Smile for Health Benefits

Pregnancy - Additional benefits are available for members who are pregnant:
The following additional covered services, or reduced cost-shares for plan covered services, are also available
through Smile for Health Pregnancy benefits, regardless of whether the member has met any plan maximum
applicable to the covered service:

l Prophylaxis (cleaning) – one per benefit period, in addition to the prophylaxis service listed under
the Covered Services.

l Periodontal maintenance - are covered at 100% of MAC when rendered by a network provider. If
Highmark covers out-of-network services, Highmark pays 100% of MAC, and the member pays the
remainder of the provider's charges. Also, one extra periodontal maintenance procedure is covered
per benefit period, in addition to the periodontal maintenance service listed under the Covered
Services.

l Scaling and root planing - are covered at 100% MAC when rendered by a network provider. If
Highmark covers out-of-network services, Highmark pays 100% of MAC, and the member pays the
remainder of the provider's charges. Any applicable deductible is waived.

l Gingival flap procedures and osseous surgeries (periodontal surgery) - are covered at 100% of
MAC when rendered by a network provider. If Highmark covers out-of-network services, Highmark
pays 100% of MAC, and the member pays the remainder of the provider's charges.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*What Is Not Covered -Dental Program*TOCLVL1*

What Is Not Covered - Dental Program

Except as specifically provided in this program or as Highmark is mandated or required to cover based on state
or federal law, regulation or other directive, no benefit will be provided for services or charges that are:

l started prior to your effective date or after the termination of coverage under the group program
(e.g. multi-visit procedures such as endodontics, crowns, bridges, inlays, onlays, and dentures).

l for house or hospital calls for dental services and for hospitalization costs (e.g. facility-use fees).
l for prescription and non-prescription drugs, vitamins or dietary supplements.
l administration of nitrous oxide and/or IV sedation, unless specifically indicated on the Summary of

Benefits.
l which are cosmetic in nature as determined by Highmark (e.g. bleaching, veneer facings,

personalization or characterization of crowns, bridges and/or dentures).
l elective procedures (e.g. the prophylactic extraction of third molars).
l for congenital mouth malformations or skeletal imbalances (e.g. treatment related to cleft lip or cleft

palate, disharmony of facial bone, or required as the result of orthognathic surgery including
orthodontic treatment). This exclusion does not apply to the treatment of medically diagnosed
congenital defects or birth abnormalities of a newborn dependent child or newly adopted children,
regardless of age.

l for dental implants and any related surgery, placement, restoration, prosthetics (except single
implant crowns), maintenance and removal of implants unless specifically covered under the
program.

l diagnostic services and treatment of jaw joint problems by any method unless specifically covered
under the program. Examples of these jaw joint problems include, but are not limited to,
temporomandibular joint disorders (TMD) and craniomandibular disorders or other conditions of the
joint linking the jaw bone and the complex of muscles, nerves and other tissues related to the joint.

l for treatment of fractures and dislocations of the jaw.
l for treatment of malignancies or neoplasms.
l services and/or appliances that alter the vertical dimension (e.g. full-mouth rehabilitation, splinting,

fillings) to restore tooth structure lost from attrition, erosion or abrasion, appliances or any other
method.

l replacement or repair of lost, stolen or damaged prosthetic or orthodontic appliances.
l preventive restorations.
l periodontal splinting of teeth by any method.
l for duplicate dentures, prosthetic devices or any other duplicative device.
l for which in the absence of insurance, you would incur no charge.
l for plaque control programs, tobacco counseling, oral hygiene and dietary instructions.
l for any condition caused by or resulting from declared or undeclared war or act thereof, or resulting

from service in the National Guard or in the Armed Forces of any country or international authority.
l for treatment and appliances for bruxism (e.g. night grinding of teeth).
l for any claims you submit or which are submitted on your behalf to Highmark in excess of 12

months after the date of service.
l incomplete treatment (e.g. patient does not return to complete treatment) and temporary services

(e.g. temporary restorations).
l procedures that are part of a service but are reported as separate services; reported in a treatment

sequence that is not appropriate; or misreported or that represent a procedure other than the one
reported.

l specialized procedures and techniques (e.g. precision attachments, copings and intentional root
canal treatment).

l those not dentally necessary or not deemed to be generally accepted standards of dental treatment.
If no clear or generally accepted standards exist, or there are varying positions within the
professional community, the opinion of Highmark will apply.

l not prescribed by or performed by or upon the direction of a provider.
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l rendered by other than a provider.
l rendered by a provider who is a member of your immediate family.
l experimental/investigative in nature.
l to the extent benefits are provided to members of the armed forces while on active duty or to

patients in veteran's administration facilities for service-connected illness or injury, unless you have
a legal obligation to pay.

l for any illness or bodily injury which occurs in the course of employment if benefits or compensation
are available, in whole or in part, under the provisions of any federal, state, or local government’s
workers’ compensation, occupational disease, or similar type legislation.  This exclusion applies
whether or not the member files a claim for said benefits or compensation.

l for treatment or services for injuries resulting from the maintenance or use of a motor vehicle if such
treatment or service is paid or payable under a plan or policy of motor vehicle insurance, including a
certified or qualified plan of self-insurance, or any fund or program for the payment of extraordinary
medical benefits established by law, including any medical benefits payable in any manner under
the Pennsylvania Motor Vehicle Financial Responsibility Act.

l for telephone consultations, charges for failure to keep a scheduled visit, or charges for completion
of a claim form.

l for otherwise covered services ordered by a court or other tribunal as part of your or your
dependent's sentence.

l for any tests, screenings, examinations or any other services required by: a) an employer or
governmental body or agency in order to begin or to continue working or as a condition to
performing the functions of any employment in a particular setting; b) a school, college or university
in order to enter onto school property or a particular location regardless of purpose; or c) a
governmental body or agency for public surveillance purposes; and that does not relate to the
furnishing or administration of an individualized test, screening or evaluation determined by your
attending professional provider as being medically appropriate.

l For any other medical or dental service or treatment except as provided herein.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*How Your Program Works - Dental Program*TOCLVL1*

How Your Program Works - Dental Program

Choice of Provider

You may choose any licensed dentist for services. However, if you choose a network dentist, you limit your out
of pocket costs. Network dentists limit their fees to their contracted maximum allowable charges for covered
services. Also, if agreed by the provider, network dentists limit their charges for all services delivered to you,
even if the service is not covered for any reason and a benefit is not paid under your dental program. Network
dentists also complete and send claims for the covered services you receive directly to Highmark for
processing. To find a network dentist, visit Highmark's Web site at www.highmarkbcbs.com or call the
toll-free number on the back of your dental identification card.

If you go to a dentist who is an out-of-network dentist, you may have to pay the dentist at the time of service
and complete and submit your own claims to Highmark for reimbursement. You will be responsible for the
dentist's full charge which may exceed Highmark's maximum allowable charge and result in higher out of
pocket costs.

13



*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*General Information - Dental Program*TOCLVL1*

General Information - Dental Program

*TOCLVL2*Who is Eligible for Coverage*TOCLVL2*Who is Eligible for Coverage

You may enroll your:

l Spouse under a legally valid existing marriage

l Unmarried children under 26 years of age, including:
¡ Newborn children
¡ Stepchildren
¡ Children legally placed for adoption
¡ Legally adopted children or children for whom the employee or the employee's spouse is the child’s

legal guardian
¡ Children awarded coverage pursuant to an order of court

provided they do not have dental benefits available to them through their own employment.

Unless the period of eligibility for the dependent child is otherwise extended pursuant to applicable state
or federal law, coverage automatically terminates and all benefits hereunder cease at the end of the
month the dependent reaches the limiting age, whether or not notice to terminate is received by
Highmark.

l Unmarried children over age 26 who are not able to support themselves due to intellectual disability,
physical disability, mental illness or developmental disability.  Highmark may require proof of such
disability from time to time.

NOTE: To the extent mandated by the requirements of Pennsylvania Act 83 of 2005, eligibility will be continued
past the limiting age for unmarried children who are enrolled as dependents under their parent’s coverage at
the time they are called or ordered into active military duty. They must be a member of the Pennsylvania
National Guard or any reserve component of the armed forces of the United States, who is called or ordered to
active duty, other than active duty for training, for a period of 30 or more consecutive days, or be a member of
the Pennsylvania National Guard ordered to active state duty for a period of 30 or more consecutive days. If
they become a full-time student for the first term or semester starting 60 or more days after their release from
active duty, they shall be eligible for coverage as a dependent past the limiting age for a period equal to the
duration of their service on active duty or active state duty.

For the purposes of this note, full-time student shall mean a dependent who is enrolled in, and regularly
attending, an accredited school, college or university, or a licensed technical or specialized school for 15 or
more credit hours per semester, or, if less than 15 credit hours per semester, the number of credit hours
deemed by the school to constitute full-time student status.

l A domestic partner* shall be considered for eligibility as long as a domestic partnership (a voluntary
relationship between two domestic partners) exists with you. In addition, the children of the domestic
partner shall be considered for eligibility as if they were your children as long as the domestic partnership
exists. Furthermore, to be considered an eligible dependent, the domestic partner must demonstrate
financial interdependence with you by submitting proof to the group of three or more of the following:
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¡ A domestic partner agreement or proof of registry with a domestic partner registry
¡ A joint mortgage or lease
¡ A designation of one of the partners as beneficiary in the other partner’s will
¡ A durable property and health care powers of attorney
¡ Joint title to an automobile, or joint bank account or credit account
¡ Such other proof as is sufficient to establish economic interdependency under the circumstances of

the particular case

The group is responsible for determining if a person is eligible for coverage as a domestic partner and for
reporting such eligibility to Highmark. Highmark reserves the right to request, at any time, documentation
relative to eligibility for coverage of a domestic partner.

*"Domestic Partner" means a member of a domestic partnership consisting of two partners, each of whom has
registered with a domestic partner registry in effect in the municipality/governmental entity within which the
domestic partner currently resides, or who meets the definition of a domestic partner as defined by the state or
local government where the individual currently resides or meets all of the following:

l Is unmarried, at least 18 years of age, resides with the other partner and intends to continue to reside
with the other partner for an indefinite period of time

l Is not related to the other partner by adoption or blood
l Is the sole domestic partner of the other partner and has been a member of this domestic partnership for

the last six months
l Agrees to be jointly responsible for the basic living expenses and welfare of the other partner
l Meets (or agrees to meet) the requirements of any applicable federal, state, or local laws or ordinances

for domestic partnerships which are currently enacted, or which may be enacted in the future

To be eligible for dependent coverage, proof that dependents meet the above criteria may be required.

*TOCLVL2*Changes in Membership Status*TOCLVL2*Changes in Membership Status

For Highmark to administer coverage for you and your dependents, you must keep your plan sponsor informed
about any address changes or changes in family status (births, adoptions, deaths, marriages, divorces, etc.)
that may affect your coverage.

Your newborn child may be covered under your program for a maximum of 31 days from the moment of birth.
To be covered as a dependent beyond the 31-day period, the newborn child must be enrolled as a dependent
under this program within such period.

*TOCLVL2*Termination of Your Coverage Under the Group Contract*TOCLVL2*Termination of Your Coverage Under the Group Contract

Your coverage can be terminated in the following instances:

l When you cease to be a student, your coverage will terminate at the end of the last month for which
payment was made.

l When you fail to pay the required contribution, coverage will terminate at the end of the last month for
which payment was made.

l Termination of the employer contract automatically terminates the coverage of all the members. It is the
responsibility of the employer to notify you of the termination of coverage. However, coverage will be
terminated regardless of whether the notice is given to you by the employer.

l If it is proven that you obtained or attempted to obtain benefits or payment for benefits through fraud or
intentional misrepresentation of a material fact, Highmark may, upon notice to you, terminate your
coverage under the program.
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l It is understood that you have an affirmative obligation to notify the group or Highmark as soon as the
domestic partnership has been terminated. Upon termination of the domestic partnership, coverage of
the former domestic partner and the children of the former domestic partner will terminate at the end of
the last month for which payment was made.

*TOCLVL2*Benefits After Coverage Terminates*TOCLVL2*Benefits After Coverage Terminates

Highmark is not liable to pay any benefits for dental services which are started after the termination date of
your coverage or of the group program. However, coverage for completion of a dental procedure requiring two
or more visits on separate days will be extended for a short period of 90 days after the termination date in
order for the procedure to be finished. The procedure must be started prior to the termination date. The
procedure is considered started when the teeth are irrevocably altered. For example, for crowns or fixed partial
dentures, the procedure is started when the teeth are prepared and impressions are taken. For root canals, the
procedure is started when the tooth is opened and pulp is removed. For orthodontic treatment, if covered under
your plan, coverage will be extended through the end of the month of the member’s termination date. This
extension does not apply if the program terminates for failure to pay premium.

*TOCLVL2*College Tuition Reward Program*TOCLVL2*College Tuition Reward Program

1. Highmark provides access to a College Tuition Reward Program ("Program") made available by
SAGE CTB LLC ("Sage"). Sage represents and has agreements with a consortium of private
colleges and universities that participate in the Program.

2. Participation in the Program is at the sole option of the member.

3. Members who wish to participate in the Program can earn college tuition reward points that can be
converted into equivalent cash credits which may be applied to the tuition expenses that eligible
students incur when attending Sage participating colleges and universities. Credits are earned and
accumulate during the period in which the member is enrolled under this plan.

4. Information regarding Program details including a listing of participating colleges and universities
will be provided by Sage.

5. Highmark makes no representations and assumes no liability in connection with the Program or its
administration.

*TOCLVL2*Coordination of Benefits*TOCLVL2*Coordination of Benefits

If you or your dependents are covered by any other dental program and receive a service covered by this
program and the other dental program, benefits will be coordinated. This means that one program will be
primary and determine its benefits before those of the other program and without considering the other
program's benefits. The other program will be secondary and determine its benefits after the primary program.
The secondary program's benefits may be reduced because of the primary program's payment. Each program
will provide only that portion of its benefit that is required to cover expenses. This prevents duplicate payments
and overpayments. Upon determination of primary or secondary liability, this program will determine payment.

The following words and phrases regarding the Coordination of Benefits ("COB") provision are defined
as set forth below:

l Allowable Amount is the program allowance for items of expense, when the care is covered at least in
part by one or more programs covering the member for whom the claim is made.

l Claim Determination Period means a benefit year. However, it does not include any part of a year
during which a person has no coverage under this program.
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l Other Dental Plan is any form of coverage which is separate from this program with which coordination
is allowed. Other Dental Plan will be any of the following which provides dental benefits, or services, for
the following: group insurance or group type coverage, whether insured or uninsured. It also includes
coverage other than school accident type coverage (including grammar, high school and college student
coverages) for accidents only, including athletic injury, either on a 24-hour basis or on a "to and from
school basis," or group or group type hospital indemnity benefits of $100 per day or less.

l Primary Plan is the program which determines its benefits first and without considering the other
program's benefits. A program that does not include a COB provision may not take the benefits of
another program into account when it determines its benefits.

l Secondary Plan is the program which determines its benefits after those of the other plan (Primary
Plan). Benefits may be reduced because of the other program's (Primary Plan) benefits.

l Plan means this document, providing dental care benefits to which this COB provision applies and which
may be reduced as a result of the benefits of other dental plans.

The fair value of services provided by the Company will be considered to be the amount of benefits
paid by the Company. The Company will be fully discharged from liability to the extent of such
payment under this provision.

In order to determine which plan is primary, this Plan will use the following rules.

l If the other plan does not have a provision similar to this one, then that plan will be primary.
l If both plans have COB provisions, the plan covering the Member as a primary insured is determined

before those of the plan which covers the person as a Dependent.
l Dependent Child/Parents Not Separated or Divorced -- The rules for the order of benefits for a

Dependent child when the parents are not separated or divorced are:

¡ The benefits of the plan of the parent whose birthday falls earlier in a year are determined before
those of the plan of the parent whose birthday falls later in that year;

¡ If both parents have the same birthday, the benefits of the plan which covered the parent longer are
determined before those of the plan which covered the other parent for a shorter period of time;

¡ The word "birthday" refers only to month and day in a calendar year, not the year in which the
person was born;

¡ If the other plan does not follow the birthday rule, but instead has a rule based upon the gender of
the parent; and if, as a result, the plans do not agree on the order of benefits, the rule based upon
the gender of the parent will determine the order of benefits.

l Dependent Child/Separated or Divorced Parents -- If two or more plans cover a person as Dependent
child of divorced or separated parents, benefits for the child are determined in this order:

¡ First, the plan of the parent with custody of the child.
¡ Then, the plan of the spouse of the parent with the custody of the child; and
¡ Finally, the plan of the parent not having custody of the child.
¡ If the specific terms of a court decree state that one of the parents is responsible for the dental care

expenses of the child, and the entity obligated to pay or provide the benefits of the plan of that
parent has actual knowledge of those terms, the benefits of that plan are determined first. The plan
of the other parent will be the Secondary Plan.

¡ If the specific terms of the court decree state that the parents will share joint custody, without stating
that one of the parents is responsible for the dental care expenses of the child, the plans covering
the child will follow the order of benefit determination rules outlined in the above paragraph, titled
Dependent Child/Parents Not Separated or Divorced.

17



l Active/Inactive Member

¡ For actively employed Members and their spouses over the age of 65 who are covered by
Medicare, the plan will be primary.

¡ When one contract is a retirement plan and the other is an active plan, the active plan is primary.
When two retirement plans are involved, the one in effect for the longest time is primary. If another
contract does not have this rule, then this rule will be ignored.

l If none of these rules apply, then the contract which has continuously covered the Member for a longer
period of time will be primary.

l The plan covering an individual as a COBRA continuee will be secondary to a plan covering that
individual as a Member or a Dependent.

Right to Receive and Release Needed Information -- Certain facts are needed to apply these COB rules.
The Plan has the right to decide which facts it needs. It may get needed facts from or give them to any other
organization or person. Any health information furnished to a third party will be released in accordance with
federal law. Each person claiming benefits under this Plan must give any facts needed to pay the claim.

Facility of Payment -- A payment made under another plan may include an amount which should have been
paid under this plan. If it does, the Plan may pay the amount to the organization which made that payment.
That amount will then be treated as though it were a benefit paid under this plan, and the Plan will not pay that
amount again. The term "payment made" includes providing benefits in the form of services, in which case
"payment made" means reasonable cash value of the services prepaid by the Plan.

Right of Recovery -- If the payment made by the Plan is more than it should have paid under this COB
provision, the Plan may recover the excess from one or more of the following: (1) persons it has paid or for
whom it has paid; or (2) insurance companies; or (3) other organization. Members are required to assist the
Company to implement this section.

*TOCLVL2*Force Majeure*TOCLVL2*Force Majeure

No failure, delay or default in performance of any obligation of Highmark shall constitute an event of default or
breach to the extent that such failure to perform, delay or default arises out of a cause, existing or future, that is
beyond the reasonable control and not the result of the negligence of Highmark. Such events include, by way
of illustration and not limitation, Acts of God, war (declared or undeclared), government regulation, acts or
inaction of governmental authority, civil or military authority, unforeseen disruptions caused by suppliers,
subcontractors, vendors or carriers, terrorism, disaster, strikes, civil-disorder, curtailment of transportation
facilities, fire, floods, blizzards, epidemics, pandemics, viral or communicable disease outbreaks, National
Emergency, quarantines, disruption of the labor force and/or any other cause which is beyond the reasonable
control of Highmark (hereinafter a "Force Majeure Event"), that makes it impossible, illegal or commercially
impracticable for Highmark to perform its obligations in whole or in part.

Upon the occurrence of a Force Majeure Event, Highmark shall take action to minimize the consequences of
the Force Majeure Event. If Highmark relies on any of the foregoing as an excuse for failure, default or delay in
performance, it shall give prompt written notice to the group of the facts that constitute such Force Majeure
Event, when it arose and when it is expected to cease.

18



*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*How to File a Claim - Dental Program*TOCLVL1*

How to File a Claim - Dental Program

*TOCLVL2*Notice of Claim and Proof of Loss*TOCLVL2*NOTICE OF CLAIM AND PROOF OF LOSS

Network Providers have directly or indirectly entered into an agreement with the Plan pertaining to the payment
for Covered Services rendered to a Member. When a Member receives Covered Services from a Network
Provider, it is the responsibility of the Network Provider to submit its claim to the Plan in accordance with the
terms of its participation agreement. Should the Network Provider fail to submit its claim in a timely manner or
otherwise satisfy the Plan’s requirements as they relate to the filing of claims, the Member will not be liable and
the Network Provider shall hold the Member harmless relative to payment of the Covered Services received by
the Member.

When Covered Services are received from other than a Network Provider, the Member is responsible for
submitting the claim to the Plan. In such instances, the Member must submit the claim in accordance with the
following procedures:

1. Notice of Claim

The Plan will not be liable for any claims under this Contract unless proper notice is furnished to the Plan
that Covered Services in this Contract have been rendered to a Member. Written notice of a claim must
be given to the Plan within twenty (20) days or as soon as reasonably possible after Covered Services
have been rendered to the Member.  Notice given by or on behalf of the Member to the Plan that includes
information sufficient to identify the Member that received the Covered Services shall constitute sufficient
notice of a claim to the Plan. The Member can give notice to the Plan by writing to the Member Service
Department. The address of the Member Service Department can be found on the Member’s
Identification Card. A charge shall be considered Incurred on the date a Member receives the Service for
which the Charge is made.

2. Claim Forms

Proof of loss for benefits under this Contract must be submitted to the Plan on the appropriate claim form.
The Plan, upon receipt of a notice of a Claim will, within fifteen (15) days following the date a notice of a
claim is received, furnish to the Member claim forms for filing proofs of loss. If claim forms are not
furnished within fifteen (15) days after the giving of such notice, the Member shall be deemed to have
complied with the requirements of this Subsection as to filing a proof of loss upon submitting, within the
time fixed in this Subsection for filing proofs of loss, itemized bills for Covered Services as described
below. The proof of loss may be submitted to the Plan at the address appearing on the Member’s
Identification Card.

3. Proof of Loss

Claims cannot be paid until a written proof of loss is submitted to the Plan. Written proof of loss must be
provided to the Plan within twelve (12) months after the date of such loss.  Proof of loss must include all
data necessary for the Plan to determine benefits. Failure to submit a proof of loss to the Plan within the
time specified will not invalidate or reduce any Claim if it is shown that the proof of loss was submitted as
soon as reasonably possible, but in no event, except in the absence of legal capacity, will the Plan be
required to accept a proof of loss later than one (1) year from the time proof is otherwise required.

19



4. Submission of Claim Forms

The completed claim form, with all itemized bills attached, must be forwarded to the Plan at the address
appearing on the Member’s Identification Card in order to satisfy the requirement of submitting a written
proof of loss and to receive payment for benefits provided under this Contract.

To avoid delay in handling Member-submitted claims, answers to all questions on the claim form must be
complete and correct. Each claim form must be accompanied by itemized bills showing:

Person or organization providing the Service
Type of Service
Date of Service
Amount charged
Name of patient

Itemized bills cannot be returned.

A request for payment of a Claim will not be reviewed and no payment will be made unless all of the
information and evidence of payment required on the Claim form has been submitted in the manner
described above. The Plan reserves the right to require additional information and documents as needed
to support a claim that a Covered Service has been rendered.

Notice of the Plan’s claim determination will be issued within a reasonable period of time not to exceed
thirty (30) days following the receipt of a proper proof of loss. This period of time may be extended one
(1) time by the Plan for an additional period of time not to exceed fifteen (15) days provided the extension
is due to matters outside the control of the Plan and a written explanation for the delay is provided to the
Member.

In the event that the Plan renders an adverse decision on the Claim, the notification shall include, among
other items, the specific reason or reasons for the adverse decision and a statement describing the right
of the Member to file an appeal.

5. Time of Payment of Claims

Claim payments for benefits payable under this Contract will be processed immediately upon receipt of a
proper proof of loss.

6. Authorized Representative

Nothing in this Subsection shall preclude a duly authorized representative of the Member from filing or
otherwise pursuing a Claim on behalf of the Member. The Plan reserves the right to establish reasonable
procedures for determining whether an individual has been authorized to act on behalf of the Member.

*TOCLVL2*Predetermination*TOCLVL2*Predetermination

A predetermination is a review in advance of treatment by Highmark to determine patient eligibility and
coverage for planned services. Predetermination is not required to receive a benefit for any service under the
program. However, it is recommended for extensive, more costly treatment such as crowns and bridges. A
predetermination gives you and your dentist an estimate of your coverage and how much your share of the
cost will be for the treatment being considered.

To have services predetermined, you or your dentist should submit a claim showing the planned procedures
but leaving out the dates of services. Be sure to sign the predetermination request. Substantiating material
such as radiographs and periodontal charting may be requested by Highmark to estimate benefits and
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coverage. We will determine benefits payable, taking into account exclusions and limitations including alternate
treatment options based upon the provisions of the program. We will notify you of the estimated benefits.

When the services are performed, simply have your dentist contact us or fill in the dates of service for the
completed procedures on the predetermination notification and re-submit it to Highmark for processing. Any
predetermination amount estimated is subject to continued eligibility of the patient. We may also make
adjustments at the time of final payment to correct any mathematical errors, apply coordination of benefits, and
comply with your plan in effect and remaining program maximum dollars on the date of service.

*TOCLVL2*Your Explanation of Benefits Statement*TOCLVL2*Your Explanation of Benefits Statement

When you submit a claim, you will receive an Explanation of Benefits (EOB) statement that lists:

l the provider's actual charge;
l the allowable amount as determined by Highmark;
l the copayment; deductible and coinsurance amounts, if any, that you are required to pay;
l total benefits payable; and
l the total amount you owe.

*TOCLVL2*Review of Claim Determination*TOCLVL2*Review of Claim Determination

If you are not satisfied with a claim determination or payment, please contact member service at the toll-free
telephone number on your dental identification card, If, after speaking with a member service representative,
you are still dissatisfied then please see the Appeal Procedure subsection below.

Filing Benefit Claims

l Authorized Representatives
You have the right to designate an authorized representative to file or pursue a request for
reimbursement or other post-service claim on your behalf. Highmark reserves the right to establish
reasonable procedures for determining whether an individual has been authorized to act on your behalf.

l Requests for Reimbursement and Other Claims
When you receive services from a network provider, the provider will report the services to Highmark and
payment will be made directly to the provider. Highmark will also notify the provider of any amounts that
you are required to pay in the form of a copayment. If you believe that the determination of the
copayment amount is not correct or that any portion of those amounts are covered under your benefit
program, you may file a claim to have that amount paid.

*TOCLVL2*Determinations on Benefit Claims*TOCLVL2*Determinations on Benefit Claims

Notice of Adverse Benefit Determinations Involving Requests for Reimbursement and Other Claims
If you have submitted a claim for services of an out-of-network provider, Highmark will notify you in writing of its
determination on your request for reimbursement or other claim within a reasonable period of time following
receipt of your claim. That period of time will not exceed 30 days from the date your claim was received.
However, this 30-day period of time may be extended one time for an additional 15 days, provided that
Highmark determines that the additional time is necessary due to matters outside its control, and notifies you of
the extension prior to the expiration of the initial 30-day claim determination period. If an extension of time is
necessary because you failed to submit information necessary for Highmark to make a decision on your claim,
the notice of extension that is sent to you will specifically describe the information that you must submit. In this
event, you will have at least 45 days in which to submit the information before a decision is made on your
claim. 
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If your request for reimbursement or other claim is denied, you will receive written notification of that denial
which will include, among other items, the specific reason or reasons for the adverse benefit determination and
a statement describing your right to file an appeal.

For a description of your right to file an appeal concerning an adverse benefit determination of a request for
reimbursement or any other claim, see the Appeal Procedure subsection below.

*TOCLVL2*Appeal Procedure*TOCLVL2*Appeal Procedure

This appeal procedure is effective on the effective date of your program. If you are dissatisfied with our benefit
determination on a claim, you may appeal our decision by following the steps outlined in this procedure. We
will resolve your appeal in a thorough, appropriate, and timely manner to ensure that you are afforded a full
and fair review of claims for benefits. Benefit determinations will be made in accordance with the plan
documents and consistently among claimants. You or your authorized representative may submit written
comments, documents, records and other information relating to claims or appeals. We will provide a review
that takes into account all information submitted whether or not it was considered with its first determination on
the claim. Any notifications by Highmark required under these procedures will be supplied to you or your
authorized representative.

The following terms when used in this document have the following meaning:

l "Adverse benefit determination” is a denial, reduction, or termination of or failure to make payment (in
whole or in part) based on a determination of eligibility to participate in a plan or the application of any
utilization review; or a determination that an item or service otherwise covered is experimental or
investigational or not dentally necessary or appropriate.

l "Authorized representative” is a person granted authority by you to act on your behalf regarding a claim
for benefits or an appeal of an adverse benefit determination. An assignment of benefits is not a grant of
authority to act on your behalf in pursuing and appealing a benefit determination.

Procedure
You or your authorized representative may file an appeal with Highmark within 180 days of receipt of an
adverse benefit determination. To file an appeal, telephone the toll-free number listed on your dental ID card.
We will review the claim and notify you of our decision within 60 days of the request for appeal. Any dentist
advisor involved in reviewing the appeal will be different from and not in a subordinate position to the dentist
advisor involved in the initial benefit determination. Notice of the appeal decision will include the following in
written or electronic form:

l the specific reason for the appeal decision;
l reference to specific plan provisions on which the decision was based;
l a statement that you are entitled to receive upon request and free of charge, reasonable

accessibility to and copies of all relevant documents, records, and criteria including an explanation
of clinical judgment on which the decision was based and identification of the dental experts;

l a statement of your right to bring a civil action under ERISA; and
l the following statement: "You and Highmark may have other voluntary alternative dispute resolution

options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your State insurance regulatory agency."
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*TOCLVL1*Member Service - Dental Program*TOCLVL1*

Member Service - Dental Program

Whether it’s for help with a claim or a question about your benefits, you can call your Member Service toll-free
telephone number on the back of your dental ID card or log onto Highmark's Web site,
www.highmarkbcbs.com. A Member Service representative can also help you with any coverage inquiry.
Representatives are trained to answer your questions quickly, politely and accurately.

You can get the following information:

l Find network providers and where to access them
l Verify eligibility for yourself or your dependents
l Request an out-of-network provider reimbursement form
l Speak with a Member Service representative
l Initiate an appeal of a benefit denial
l Ask any questions about your dental benefits
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*TOCLVL1*How We Protect Your Right to Confidentiality*TOCLVL1*

How We Protect Your Right to Confidentiality

We have established policies and procedures to protect the privacy of our members' protected health
information ("PHI") in all forms, including PHI given verbally, from unauthorized or improper use. Some of the
ways we protect your privacy include not discussing PHI outside of our offices, e.g., in hallways, elevators, as
well as verifying your identity before we discuss PHI with you over the phone. As permitted by law, we may use
or disclose protected health information for treatment, payment and health care operations, such as: claims
management, routine audits, coordination of care, quality assessment and measurement, case management,
utilization review, performance measurement, customer service, credentialing, medical review and
underwriting. With the use of measurement data, we are able to manage members' health care needs, even
targeting certain individuals for quality improvement programs, such as health, wellness and disease
management programs.

If we ever use your protected health information for non-routine uses, we will ask you to give us your
permission by signing a special authorization form, except with regard to court orders and subpoenas.

You have the right to access the information your doctor has been keeping in your medical records, and any
such request should be directed first to your network physician.

You benefit from the many safeguards we have in place to protect the use of data we maintain. This includes
requiring our employees to sign statements in which they agree to protect your confidentiality, using computer
passwords to limit access to your protected health information, and including confidentiality language in our
contracts with physicians, hospitals, vendors and other health care providers.

Our Privacy Department review and approves policies regarding the handling of confidential information.

Recognizing that you have a right to privacy in all settings, we even inspect the privacy of examination rooms
when we conduct on-site visits to physicians' offices. It's all part of safeguarding the confidentiality of your
protected health information.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*Terms You Should Know - Dental Program*TOCLVL1*

Terms You Should Know - Dental Program

Claim - A request for payment or reimbursement of the charges or costs associated with a covered service.

Cosmetic - Those procedures which are undertaken primarily to improve or otherwise modify your
appearance.

Dentist - A person licensed to practice dentistry in the state in which dental services are provided. Dentist will
include other duly licensed dental practitioners under the scope of the individual's license when state law
requires independent reimbursement of such practitioners.

Dentally Necessary - A dental service or procedure is determined by a dentist to either establish or
maintain a patient's dental health based on the professional diagnostic judgment of the dentist and the
prevailing standards of care in the professional community. The determination will be made by the dentist in
accordance with guidelines established by Highmark.

Designated Agent - An entity that has contracted with Highmark, either directly or indirectly, to perform a
function and/or service in the administration of this program.

Experimental or Investigative - The use of any treatment, procedure, facility, equipment, drug, or drug
usage device or supply which Highmark determines is not acceptable standard dental treatment of the
condition being treated, or any such items requiring federal or other governmental agency approval which was
not granted at the time the services were rendered. Highmark will rely on the advice of the general dental
community including, but not limited to dental consultants, dental journals and/or governmental regulations, to
make this determination.

Limitations - The maximum frequency or age limit that applies to a covered service.

Maximum Allowable Charge - The greatest amount Highmark will allow for a specific service. Maximum
allowable charges may vary depending upon the contract between Highmark or its designated agent and the
particular network dentist rendering the service. Depending upon your program, maximum allowable charges
for covered services rendered by out-of-network dentists may be the same or higher than such charges for
covered services rendered by network dentists in order to help limit your out-of-pocket costs when you choose
out-of-network dentists.

Member(s) - The policyholder and dependent eligible and enrolled for coverage under this program.

Network Dentist - A dentist who has executed a Participating Dentist Agreement with Highmark or its
designated agent, under which the dentist agrees to accept Highmark's maximum allowable charge as
payment in full for covered services. Network dentists separately agree to limit their charges for any other
services delivered to you.

Out-of-Network Dentist - A dentist who has not entered into an agreement, directly or indirectly, with
Highmark or its designated agent pertaining to payment for covered services rendered to a member.

Plan - Refers to Highmark Blue Cross Blue Shield, a wholly-owned subsidiary of Highmark Inc., which is an
independent licensee of the Blue Cross Blue Shield Association. Any reference to the plan may also include its
designated agent as defined herein and with whom Highmark has contracted either directly or indirectly, to
perform a function or service in the administration of this program.
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Service - A service, treatment or supply rendered by a dentist to you.

Waiting Period - The period of time, if applicable, that you must be enrolled under the program before
benefits will be paid for certain covered services.

Highmark is a registered mark of Highmark Inc.
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2022 

Commission: NET 
Effective Date: 08/01/2022 

Benefit Year: Contract Year 

Blue Edge Dental Preferred plan options provide you maximum cost savings. Benefits are increased when participating 
dentists are utilized.  The listed percentages represent the portion of the maximum allowable charge (MAC) for which the plan 
is responsible. Network providers agree to accept the MAC as payment in full and agree to file your claims. If you receive 
covered services from an out-of-network provider, the plan will apply the percentages shown to the 90th percentile for 
covered services and you will be responsible for the difference, up to the provider’s charge. Standard deductibles, 
exclusions and limitations apply. Network dentists may elect to discount non-covered services and services above the annual 
maximum.  Discounts vary by service and region and when agreed to by the provider; not permitted in all jurisdictions. 

Insurance may be provided by Highmark Blue Cross Blue Shield, Highmark Choice Company, Highmark Health Insurance Company, Highmark Coverage Advantage, First Priority Life 
Insurance Company or First Priority Health, all of which are independent licensees of the Blue Cross and Blue Shield Association.  United Concordia is a separate company that 
administers Highmark dental benefits. 
Smile for Health–Wellness is a registered service mark of United Concordia Companies, Inc. 
 
*These features are for Large Group only. Additional fees may apply. 
 

Carnegie Mellon University Student Health Plan - Blue Edge Dental Preferred 10W - CUSTOM 
 In-Network Out-of-Network 

Network Elite Plus 90th 

Deductible – Individual/Family (waived for In-network & Out of network 
Class I services) 

$100 / $300             $125 / $375  

Benefit Period Maximum per member $1,000 
Class I Services  
Exams 100% 80% 
X-rays (bite-wing and panoramic) 100% 80% 
Cleanings 100% 80% 
Fluoride Treatment 100% 80% 
Sealants 100% 80% 
Class II Services 
Basic Restorative (Fillings), Posterior Resins 80% 70% 
Periodontics (Surgical and Nonsurgical) (No osseus surgery) 80% 70% 
Oral Surgery (including Simple and Surgical Extractions) (No bony 
impacted extractions) 

80% 70% 

X-rays (all other) 80% 70% 
Palliative Treatment (Emergency) 80% 70% 
Endodontics (root canals on anterior and bicuspids only) 80% 70% 
Class III Services  
Inlays, Onlays, Crowns 50% 50% 
Repairs of Crowns, Inlays, Onlays, Bridges & Dentures 50% 50% 
Prosthetics (Bridges, Dentures) 50% 50% 
Endodontics (root canals on molars) 50% 50% 
Periodontics (osseus surgery) 50% 50% 
Oral Surgery (partial and full bony impactions) 50% 50% 
General Anesthesia 50% 50% 
Space Maintainers 50% 50% 
Orthodontics (dependents to age 19) 
Diagnostic, Active, Retention Treatment Not Covered Not Covered 
Orthodontic Lifetime Maximum per covered dependent Not Applicable 
Implants 
Implant Surgery, Supported Restoration Not Covered 
Additional Features 

 TMD/TMJ*   Smile for Health®--Wellness  Pregnancy 

 Annual Maximum Rollover*   College Tuition Benefit  Preventive Incentive* 

 Occlusal Guard* (class lll coverage) 

Summary of Benefits: 
Blue Edge Dental Preferred 
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Blue Edge Dental  
Benefit Category Highmark’s Standard Frequency Limitations 

Exams 2 every 12 months 
X-rays (Bitewings Only) 1 set every 12 months under age 19 and one set every 18 months age 19 and over

X-rays (All Others) 
1 every 5 years for Full Mouth and Panoramic X-rays 
Limitations may apply to other types of X-rays 

Cleanings; Fluoride Treatment 2 every 12 months; 1 every 12 months under age 14 
Sealants 1 per tooth every 3 years to age 16 on permanent first and second molars 
Space Maintainers 1 every 5 years under age 14 
Palliative Treatment (Emergency) 2 per 12 months in combination with pulpal debridement 
Basic Restorative  Not within 24 months of previous placement.  Includes coverage for posterior resins 
Repairs of Crowns, Inlays, Onlays,  
Bridges & Dentures 

1 per 36 months 

Simple Extractions Any frequency (no limitations) 
General Anesthesia Limited to 60 minutes per session 

Endodontics 
Pulpal therapy: primary teeth that have no permanent tooth to replace it 
Root canal treatment: 1 per tooth per lifetime 

Periodontics (Nonsurgical) 

Full mouth debridement: 1 per lifetime 
Scaling and root planing: 1 per 36 months (per area of mouth) 
Periodontal maintenance: 2 every 12 months (in addition to routine prophylaxis following 
active periodontal therapy) 

Periodontics (Surgical) 
Surgical periodontal procedures: 1 per 36 months (per area of mouth) 
Guided tissue regeneration: 1 per tooth per lifetime 

Complex Oral Surgery May vary by procedure 
Inlays, Onlays, Crowns Not within 5 years of previous placement 
Prosthetics (Bridges, Dentures) Not within 5 years of previous placement 
Orthodontics (dependents to age 19) 
Diagnostic, Active, Retention Treatment 

Payment for orthodontic services, if covered, shall cease at the end of the month after 
termination by the Company. 

Alternative Benefit Provision 

An alternate benefit provision (ABP) will be applied if a covered dental condition can be 
treated by means of a professionally acceptable procedure which is less costly than the 
treatment recommended by the dentist. The ABP does not commit the member to the less 
costly treatment. However, if the member and the dentist choose the more expensive 
treatment, the member is responsible for the additional charges beyond those allowed 
under this ABP. 

Smile for Health®--Wellness 
Provides periodontal care for people with 
certain chronic medical conditions: diabetes, 
heart disease, lupus, oral cancer, organ 
transplant, rheumatoid arthritis and stroke   

 Covers 1 additional periodontal maintenance per year and all are covered at 100% 
 Scaling and root planing are covered at 100% 
 4 periodontal surgery procedures are covered at 100% 

Pregnancy Benefit 

 Covers 1 additional cleaning during pregnancy 
 Covers 1 additional periodontal maintenance 
 Scaling and root planing  
 4 periodontal surgery procedures 

Preventive Incentive Class I services do not count toward your annual program maximum 
Annual Maximum Rollover Members can roll over $300 of unused benefit dollars to the following plan year 

College Tuition Benefit 

 Earn Tuition Rewards® points redeemable for tuition discounts 
 Receive 2,000 points/year 
 Each child enrolled receives a one-time bonus of 500 Tuition Rewards points 
 One Tuition Rewards point = $1 reduction in full tuition  
 Use Tuition Rewards points at participating private colleges and universities 

Occlusal Guard 
 1 per 60 months for members 22 years and older after a 6 month waiting period 
 Covered at 50% 
 $1,000 Lifetime maximum 

This is an abbreviated list of Highmark’s Standard Limitations.   
Please refer to your specific benefit design as to what services are covered. 

Summary of Limitations: 
Blue Edge Dental  
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