BENEFIT PLAN What Your Plan
Covers and How

Prepared for Benefits are Paid
Board of Franklin County Commissioners
AKA - Franklin County Cooperative Dental Plan

Dental Maintenance Organization

Aetna Life Insurance Company
Booklet-certificate

This Booklet-certificate is part of the Group policy between Aetna

Life Insurance Company and the Policyholder




Booklet-certificate

Managed dental insurance plan

Prepared for:

Policyholder: Board of Franklin County Commissioners
AKA-Franklin County Cooperative Dental Plan

Policyholder number: GP-0659146

Booklet-certificate: 1

Group policy effective date: January 1, 2020

Plan name: Dental Maintenance Organization

Plan effective date: January 1, 2020

Plan issue date: January 8, 2024

Plan revision effective date: January 1, 2024

Underwritten by Aetna Life Insurance Company

NOTICE: IF YOU OR YOUR FAMILY MEMBERS ARE COVERED BY MORE THAN ONE HEALTH CARE PLAN,
YOU MAY NOT BE ABLE TO COLLECT BENEFITS FROM BOTH PLANS. EACH PLAN MAY REQUIRE YOU
TO FOLLOW ITS RULES OR USE SPECIFIC DOCTORS AND HOSPITALS, AND IT MAY BE IMPOSSIBLE TO

COMPLY WITH BOTH PLANS AT THE SAME TIME. READ ALL OF THE RULES VERY CAREFULLY,
INCLUDING THE COORDINATION OF BENEFITS SECTION, AND COMPARE THEM WITH THE RULES OF
ANY OTHER PLAN THAT COVERS YOU OR YOUR FAMILY.

vaetna

AL HCOC-G-ManagedDental 01 OH GE-02



Welcome

Thank you for choosing Aetna®.

This is your booklet-certificate. It is one of three documents that together describe the benefits covered by your
Aetna plan for in-network and out-of-network coverage.

This booklet-certificate will tell you about your covered benefits — what they are and how you get them. If you
become covered, this booklet-certificate becomes your certificate of coverage under the group policy, and it
replaces all certificates describing similar coverage that we sent to you before. The second document is the
schedule of benefits. It tells you how we share expenses for eligible dental services and tells you about limits —
like when your plan covers only a certain number of visits.

The third document is the group policy between Aetna Life Insurance Company (“Aetna”) and your
policyholder. Ask your policyholder if you have any questions about the group policy.

Sometimes, we may send you documents that are amendments, endorsements, attachments, inserts or riders.
They change or add to the documents that they’re part of. When you receive these, they are considered part of
your Aetna plan for coverage.

Where to next? Flip through the table of contents or try the Let’s get started! section right after it. The Let's get
started! section gives you a thumbnail sketch of how your plan works. The more you understand, the more you

can get out of your plan.

Welcome to your Aetna plan.
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Let’s get started!

Here are some basics. First things first — some notes on how we use words. Then we explain how your plan
works so you can get the most out of your coverage. But for all the details — and this is very important — you
need to read this entire booklet-certificate and the schedule of benefits. And if you need help or more
information, we tell you how to reach us.

Some notes on how we use words in the booklet-certificate and schedule of benefits
e When we say “you” and “your”, we mean you and any covered dependents

e  When we say “us”, “we”, and “our”, we mean Aetna
e Some words appear in bold type and we define them in the Glossary section

Sometimes we use technical dental language that is familiar to dental providers.

What your plan does — providing covered benefits
Your plan provides covered benefits. These are eligible dental services for which your plan has the obligation to

pay.

How your plan works — starting and stopping coverage
Your coverage under the plan has a start and an end. You start coverage after the eligibility and enroliment
process is completed. To learn more see the Who the plan covers section.

You can lose coverage for many reasons. To learn more see the When coverage ends section.

Ending coverage under the plan doesn’t necessarily mean you lose coverage with us. See the Special coverage
options after your plan coverage ends section.

How your plan works while you are covered in-network
Your in-network coverage helps you:

e Get and pay for eligible dental services

e Pay less when you use in-network providers

Important note:
See the schedule of benefits for any deductibles, copayments, coinsurance, and maximum age or visit limits
that may apply.

Eligible dental services
Eligible dental services meet these requirements:
e They are listed in the Eligible dental services section in the schedule of benefits.
e They are not carved out in these sections:
—  What are your eligible dental services?
—  What rules and limits apply to dental care?
—  What your plan doesn’t cover — exclusions. We refer to this section as “Exclusions”.
e They are not beyond any limits in the What rules and limits apply to dental care? section and the
schedule of benefits.
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Aetna’s network of dental providers

Aetna’s network of dental providers is there to give you the care you need. You can find in-network providers
and see important information about them most easily on our online provider directory. Log onto our self-
service website.

For more information about the provider directory, PCDs and other in-network providers, see the Who provides
the care section.

Paying for eligible dental services— the general requirements
There are several general requirements for the plan to pay any part of the expense for an eligible dental service.
They are:
e The eligible dental service is medically necessary
e You get your care from:
- Your PCD
- A specialty dentist after you get a referral from your PCD

You will find details on medical necessity and referral requirements in the Medical necessity and referral
requirements section. You will find the requirement to use an in-network provider and any exceptions in the
Who provides the care section.

Paying for eligible dental services— sharing the expense
Generally your plan and you will share the expense of your eligible dental services when you meet the general
requirements for paying.

But sometimes your plan will pay the entire expense; and sometimes you will. For more information see the
What the plan pays and what you pay section and see the schedule of benefits.

How your plan works while you are covered out-of-network

The section above told you how your plan works while you are covered in-network. You also have coverage
when you want to get your care from providers who are not part of the Aetna network. It’s called out-of-
network coverage.

Your out-of-network coverage:

e Means you can get care from dental providers who are not part of the Aetna network.

e Means you may have to pay for services at the time that they are provided. You may be required to pay
the full charges and submit a claim for reimbursement to us. You are responsible for completing and
submitting claim forms for reimbursement of eligible dental services that you paid directly to a dental
provider.

e Means you will pay a higher cost share when you use an out-of-network provider.

You will find details on:
e Out-of-network providers and any exceptions in the Who provides the care section
e Cost sharing in the What the plan pays and what you pay section and your schedule of benefits
e Claim information in the When you disagree - claim decisions and appeals procedures section
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Keeping a dental provider you go to now (continuity of care)
You may have to find a new dental provider when:
e You join the plan and the dental provider you have now is not in the network
e You are already in an Aetna plan and your dental provider stops being in our network

However, in some cases, you may be able to keep going to your current dental provider to complete a
treatment or to have treatment that was already scheduled. This is called continuity of care.

If this situation applies to you, contact us for details. If we approve your request to keep going to your current
dental provider, we will tell you how long you can continue to see the dental provider.

We will authorize coverage only if the dental provider agrees to our usual terms and conditions for contracting
dental providers.

How to contact us for help
We are here to answer your questions. You can contact us by registering and logging onto our self-service
website available 24/7 that requires registration and logon at https://www.aetna.com/.

From our website you can get reliable dental information, tools and resources. Online tools will make it easier
for you to:

e Make informed decisions about your dental care

e View claims

e Research care and treatment options

e Access information on health and wellness

You can also contact us by:
e C(Calling Aetna at 1-877-238-6200
e  Writing us at Aetna Life Insurance Company, 151 Farmington Ave, Hartford, CT 06156

Your ID card

You don't need to show an ID card. When visiting a dentist, just provide your:
e Name
e Date of birth
e ID card number or social security number

The dental office can use that information to verify your eligibility and benefits. Your ID number is located on
your digital ID card which you can view or print by going to our self-service website. If you don’t have internet
access, call us. You can also access your ID card when you’re on the go. To learn more, visit us at
https://www.aetna.com/.
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Who the plan covers

You will find information in this section about:
e Whois eligible
e When you can join the plan
e Who can be on your plan (who can be your dependent)
e Adding new dependents
e Special times you and your dependents can join the plan

Who is eligible

The policyholder decides and tells us who is eligible for dental care coverage.

When you can join the plan
As an employee you can enroll yourself and your dependents:
e At the end of any waiting period the policyholder requires
e Once each Calendar Year during the annual enroliment period
e At other special times during the year (see the Special times you and your dependents can join the plan
section below)

If you don’t enroll yourself and your dependents when you first qualify for dental benefits, you may have to wait
until the next annual enrollment period to join.

Who can be on your plan (who can be your dependent)
You can enroll the following family members on your plan. (They are referred to in this booklet-certificate as
your “dependents”.):
e Your legal spouse
e Your domestic partner who meets any policyholder rules and requirements under state law
e Your dependent children — yours or your spouse’s or partner’s
- Dependent children must be:
o Under 26 years of age
— Dependent children include:
Natural children
Stepchildren
Adopted children including those placed with you for adoption
Foster children
Children you are responsible for under a qualified medical support order or court order
Grandchildren in your legal custody

O O O O O O

You may continue coverage for a disabled child past the age limit shown above. See the Continuation of
coverage for other reasons in the Special coverage options after your plan coverage ends section for more
information.
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Adding new dependents
You can add the following new dependents any time during the year:
e Aspouse - If you marry, you can put your spouse on your plan.

—  We must receive your completed enrollment information not more than 31 days after the date of
your marriage.

— Ask the policyholder when benefits for your spouse will begin. It will be:

o No later than the first day of the first calendar month after the date we receive your completed
enrollment information
e A domestic partner - If you enter a domestic partnership, you can enroll your domestic partner on your
dental plan.

— We must receive your completed enrollment information not more than 31 days after the date you
file a Declaration of Domestic Partnership, or not later than 31 days after you provide
documentation required by the policyholder.

— Ask the policyholder when benefits for your domestic partner will begin. It will be either on the date
your Declaration of Domestic Partnership is filed or the first day of the month following the date we
receive your completed enrollment information.

e A newborn child — Your newborn child is covered on your dental plan from the moment of birth and for
the first 31 days after birth.

— To keep your newborn covered, we must receive your completed enrollment information within 31
days of birth.

—  You must still enroll the child within 31 days of birth even when coverage does not require payment
of an additional premium contribution for the covered dependent.

—  If you miss this deadline, your newborn will not have dental benefits after the first 31 days.

e An adopted child — A child that you, or that you and your spouse or domestic partner adopts is covered
on your plan for the first 31 days after the adoption is complete.

— To keep your adopted child covered, we must receive your completed enrollment information
within 31 days after the adoption.

— If you miss this deadline, your adopted child will not have dental benefits after the first 31 days.

e Astepchild — You may put a child of your spouse or domestic partner on your plan.

— You must complete your enrollment information and send it to us within 31 days after the date of
your marriage or your Declaration of Domestic Partnership with your stepchild’s parent.

— Ask the policyholder when benefits for your stepchild will begin. It is either on the date of your
marriage or the date your Declaration of Domestic Partnership is filed or the first day of the month
following the date we receive your completed enrollment information.

Inform us of any changes
It is important that you inform us of any changes that might affect your benefit status. This will help us
effectively deliver your benefits. Please contact us as soon as possible with changes such as:

e Change of address or phone number

e Change in marital status

e Change of covered dependent status

e A covered dependent who enrolls in any other dental plan
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Late entrant rule
The plan does not cover services and supplies given to a person age 5 or more if that person did not enroll in the
plan during one of the following:

e The first 31 days the person is eligible for this coverage

e Any period of open enrollment agreed to by the policyholder and us

This does not apply to charges incurred for any of the following:
e After the person has been covered by the plan for 12 months
e Asaresult of injuries sustained while covered by the plan
e Diagnostic and preventive services such as exams, cleanings, fluoride, and images (orthodontia related
services are not included)

Special times you and your dependents can join the plan
You can enroll in these situations:
e When you did not enroll in this plan before because:
—  You were covered by another group dental plan, and now that other coverage has ended
— You had COBRA, and now that coverage has ended
e You have added a dependent because of marriage, birth, adoption, placement for adoption or foster
care. See the Adding new dependents section for more information
e When a court orders that you cover a current spouse, domestic partner, or a minor child on your dental
plan.

We must receive your completed enrollment information from you within 31 days of that date on which you no
longer have the other coverage mentioned above.

Effective date of coverage
Your coverage will be in effect as of the date you become eligible for dental benefits.
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Medical necessity and referral requirements

The starting point for covered benefits under your plan is whether the services and supplies are eligible dental
services and medically necessary. See the Eligible dental services and Exclusions sections plus the schedule of
benefits.

This section addresses the medical necessity requirements.

Medically necessary/medical necessity
As we said in the Let's get started! section, medical necessity is a requirement for you to receive a covered
benefit under this plan.

The medical necessity requirements are in the Glossary section, where we define "medically necessary, medical
necessity".

Referrals

You need a referral from your PCD in order to receive coverage for any services a specialty dentist provides. If
you do not have a referral when required, we won’t pay the provider. You will have to pay for services if your
PCD fails to send the referral to us. Refer to the What the plan pays and what you pay section.
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What are your eligible dental services?

The information in this section is the first step to understanding your plan's eligible dental services. If you have
guestions about this section, see the How to contact us for help section.

Your plan covers many kinds of dental care services and supplies. But some are not covered at all or are covered
only up to a limit.

You can find out about exceptions and exclusions in the:
e Dental provider services benefit below
o  What rules and limits apply to dental care? section
e FExclusions section

Your dental plan
Your dental plan includes in-network and out-of-network providers. This means that it is a network plan. We
explain how this plan works in the Let’s get started! section.

Schedule of benefits

Eligible dental services include dental services and supplies provided by dental providers. Your schedule of
benefits includes a detailed list of eligible dental services under your dental plan (including any maximums and
limits that apply to them).

Dental provider services

You can get eligible dental services:
e At the dental provider’s office
e By way of teledentistry

Important note:
Eligible dental services for teledentistry are paid based upon the cost share features that apply to
the type of eligible dental service that you get. See your schedule of benefits for details.
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The following are not eligible dental services under your plan except as described in the What rules and limits
apply to dental care? section of this booklet-certificate, the schedule of benefits, or a rider or amendment issued
to you for use with this booklet-certificate:

Acupuncture, acupressure and acupuncture therapy
Asynchronous dental treatment
Crown, inlays and onlays, and veneers unless for one of the following:

— ltis treatment for decay or traumatic injury and teeth cannot be restored with a filling material

— The tooth is an abutment to a covered partial denture or fixed bridge
Dental implants, false teeth, prosthetic restoration of dental implants, plates, dentures, braces, mouth
guards, and other devices to protect, replace or reposition teeth and removal of implants
Dental services and supplies made with high noble metals (gold or titanium) except as covered in the
schedule of benefits
Dentures, crowns, inlays, onlays, bridges, or other prosthetic appliances or services used for the purpose
of splinting, to alter vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion
General anesthesia and intravenous sedation, unless specifically covered and done in connection with
another eligible dental service
Instruction for diet, tobacco counseling and oral hygiene
Mail order and at-home kits for orthodontic treatment
Orthodontic treatment except as covered in the schedule of benefits
Prefabricated porcelain/ceramic crown — permanent tooth
Services and supplies provided in connection with treatment or care that is not covered under the plan
Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of
appliances that have been damaged due to abuse, misuse or neglect and for an extra set of dentures
Replacement of teeth beyond the normal complement of 32
Services and supplies provided where there is no evidence of pathology, dysfunction or disease, other
than covered preventive services
Space maintainers except when needed to preserve space resulting from the premature loss of
deciduous teeth
Surgical removal of impacted wisdom teeth when removed only for orthodontic reasons
Temporomandibular joint dysfunction/disorder (TMJ)

Dental emergency services
Eligible dental services include dental emergency services provided for a dental emergency. The care provided
must be a covered benefit.

If you have a dental emergency, and are over 50 miles from home, you should consider calling your PCD who
may be more familiar with your dental needs. However, you can get treatment from any dentist including one
that is an out-of-network provider. If you need help in finding a dentist, call us.

If you get treatment from an out-of-network provider for a dental emergency, the plan pays a benefit at the in-
network cost-sharing level of coverage up to the dental emergency services maximum.

For follow-up care to treat the dental emergency, you should use your PCD so that you can get the maximum
level of benefits.
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What rules and limits apply to dental care?

Several rules apply to the dental benefits. Following these rules will help you use your plan to your advantage by
avoiding expenses that are not covered by your plan.

Alternate treatment rule
Sometimes there are several ways to treat a dental problem, all of which provide acceptable results.

If a charge is made for a non-eligible dental service but an eligible dental service would have provided
acceptable results, then your plan will pay a benefit for the eligible dental service.

If a charge is made for an eligible dental service but a different eligible dental service would have provided
acceptable results and is less expensive, then your plan will pay a benefit based upon the least expensive eligible
dental service.

The benefit will be based on the in-network provider’s negotiated charge for the eligible dental service or, in
the case of an out-of-network provider, on the recognized charge.

You should review the differences in the cost of alternate treatment with your dental provider. Of course, you
and your dental provider can still choose the more costly treatment method. You are responsible for any
charges in excess of what your plan will cover.

Coverage for dental work begun before you are covered by the plan
Your plan does not cover dental work that began before you were covered by the plan. This means that the
following dental work is not covered:
e An appliance, or modification of an appliance, if an impression for it was made before you were covered
by the plan
e Acrown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered
by the plan
e Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan

Orthodontic treatment rule
Orthodontic treatment is covered on the date active orthodontic treatment begins.

The following are not considered orthodontic treatment:

e The installation of a space maintainer
e Asurgical procedure to correct malocclusion
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This benefit does not cover charges for the following:
o Replacement of broken appliances
e Re-treatment of orthodontic cases
e Changes in treatment necessitated by an accident
e Maxillofacial surgery
e Myofunctional therapy
e Treatment of cleft palate
e Treatment of micrognathia
e Treatment of macroglossia
e Lingually placed direct bonded appliances and arch wires (i.e. “invisible braces”)

The plan will not cover the charges for an orthodontic procedure if an active appliance for that procedure was
installed before you were covered by the plan.

Comprehensive orthodontic treatment is limited to a:
e Lifetime maximum of 24 months of active; usual and customary orthodontic treatment on permanent
dentition; plus an extra 24 months of post-treatment retention.
o Lifetime maximum of one full course of active, usual and customary orthodontic treatment, plus post-
treatment retention.

Orthodontic limitation for late enrollees

The plan will not cover the charges for an orthodontic procedure for which an active appliance for that
procedure has been installed within the 2 year period starting with the date you became covered by the plan.
This limit applies only if you do not become enrolled in the plan within 31 days after you first become eligible.

Reimbursement policies
We reserve the right to apply our reimbursement policies to all services including involuntary services. Those
policies may affect the negotiated charge or recognized charge. These policies consider:

e The duration and complexity of a service

e  When multiple procedures are billed at the same time, whether additional overhead is required

e Whether an assistant surgeon is necessary for the service

o If follow up care is included

e Whether other characteristics modify or make a particular service unique

e When a charge includes more than one claim line, whether any services described by a claim line are

part of, or incidental to, the primary service provided
o The educational level, licensure or length of training of the provider

Aetna reimbursement policies are based on our review of:

e Generally accepted standards of dental practice
o The views of providers and dentists practicing in the relevant clinical areas
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Replacement rule

Some eligible dental services are subject to your plan’s replacement rule. The replacement rule applies to
replacements of, or additions to existing:

e Crowns
e Inlays
e Onlays
e \Veneers

e Complete dentures

e Removable partial dentures

e Fixed partial dentures (bridges)
e Other prosthetic services

These eligible dental services are covered only when you give us proof that:
e  While you were covered by the plan:
— You had a tooth (or teeth) extracted after the existing denture, bridge or other prosthetic item
was installed.
— Asaresult, you need to replace or add teeth to your denture, bridge or other prosthetic item
and:
o The tooth that was removed was not an abutment to a removable or fixed partial
denture, bridge or other prosthetic item installed during the prior 12 months.
o Your present denture is an immediate temporary one that replaces that tooth (or teeth).
A permanent denture is needed and the temporary denture cannot be used as a
permanent denture. Replacement must occur within 12 months from the date that the
temporary denture was installed.
e The present item cannot be made serviceable and is:
— Acrown installed at least 5 years before its replacement.
— Aninlay, onlay, veneer, complete denture, removable partial denture, fixed partial denture
(bridge), or other prosthetic item installed at least 5 years before its replacement.

Congenital defects treatment rule

e For newly born children, eligible dental services are covered for medically diagnosed congenital defects
and birth abnormalities to the same extent as other dental conditions. Any waiting periods will apply.
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What your plan doesn’t cover — exclusions

We already told you about the many dental care services and supplies that are eligible for coverage under your
plan in the What are your eligible dental services? section. In that section we also told you that some dental care
services and supplies have exceptions and some are not covered at all (exclusions).

In this section we tell you about exclusions that apply to your plan.

And just a reminder, you'll find benefit and coverage limitations in the schedule of benefits.

Exclusions
The following are not eligible dental services under your plan except as described in:
e The What are your eligible dental services? section
e The What rules and limits apply to dental care? section
o The schedule of benefits
e Arider or amendment issued to you for use with this booklet-certificate

Charges for services or supplies
e Provided by an out-of-network provider in excess of the recognized charge
e Provided for your personal comfort or convenience, or the convenience of any other person, including a
dental provider
e Provided in connection with treatment or care that is not covered under the plan
e Cancelled or missed appointment charges or charges to complete claim forms
e Charges for which you have no legal obligation to pay
e Charges that would not be made if you did not have coverage, including:
- Carein charitable institutions
— Care for conditions related to current or previous military service
— Care while in the custody of a governmental authority

Charges in excess of any benefit limits
e Any charges in excess of the benefit, dollar, visit, or frequency limits stated in the schedule of
benefits.

Cosmetic services and plastic surgery (except to the extent coverage is specifically provided in the
schedule of benefits)
e Cosmetic services and supplies including:
- Plastic surgery
- Reconstructive surgery
- Cosmetic surgery
— Personalization or characterization of dentures or other services and supplies which
improve, alter or enhance appearance
- Augmentation and vestibuloplasty and other services to protect, clean, whiten, bleach or
alter the appearance of teeth; whether or not for psychological or emotional reasons.

Facings on molar crowns and pontics will always be considered cosmetic.

Court-ordered services and supplies
e This includes those court ordered services and supplies, or those required as a condition of parole,
probation, release or because of any legal proceeding, unless they are an eligible dental service under
this plan.
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Dental services and supplies
e Those covered under any other plan of group benefits provided by the policyholder

Examinations
Any dental examinations needed:
e Because a third party requires the exam. Examples include examinations to get or keep a job, or
examinations required under a labor agreement or other contract
e To buyinsurance or to get or keep a license
e Totravel
e To goto aschool, camp, or sporting event, or to join in a sport or other recreational activity

Experimental or investigational
e Experimental or investigational drugs, devices, treatments or procedures

Non-medically necessary services
e Services, including but not limited to, those treatments, services, prescription drugs and supplies which
are not medically necessary (as determined by Aetna) for the diagnosis and treatment of illness, injury,
restoration of physiological functions, or covered preventive services. This applies even if they are
prescribed, recommended or approved by your physician or dentist.

Other primary payer
e Payment for a portion of the charge that another party is responsible for as the primary payer

Outpatient prescription drugs, and preventive care drugs and supplements
e Prescribed drugs, pre-medication or analgesia

Personal care, comfort or convenience items
e Any service or supply primarily for your convenience and personal comfort or that of a third
party

Providers and other health professionals

e Treatment by other than a dentist. However, the plan will cover some services provided by a licensed
dental hygienist under the supervision and guidance of a dentist. These are:
— Scaling of teeth
— Cleaning of teeth
— Topical application of fluoride

e Charges submitted for services by an unlicensed provider or not within the scope of the
provider’s license

Services provided by a family member

e Services provided by a spouse, civil union partner, domestic partner, parent, child, stepchild,
brother, sister, in-law or any household member
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Teledentistry
e Services given by dental providers that are not contracted with Aetna as teledentistry
providers

e Services given when you are not present at the same time as the dental provider

e Services including:
- Telephone calls
- Teledentistry kiosks
- Electronic vital signs monitoring or exchanges

Work related illness or injuries

e Coverage available to you under workers’ compensation or under a similar program under local, state
or federal law for any illness or injury related to employment or self-employment.

e A source of coverage or reimbursement will be considered available to you even if you waived your right
to payment from that source. You may also be covered under a workers’ compensation law or similar
law.

e If you submit proof that you are not covered for a particular illness or injury under such law, then that
iliness or injury will be considered “not work related” regardless of cause.
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Who provides the care

Just as the starting point for coverage under your plan is whether the services and supplies are eligible dental
services, the foundation for getting covered care is through our network. This section tells you about in-network
providers, out-of-network providers and PCD’s.

In-network providers
We have contracted with dental providers to provide eligible dental services to you. These in-network
providers make up the network for your plan.

For you to receive the in-network level of benefits you must use in-network providers for eligible dental
services.

The exceptions are:
o Dental emergency services — Refer to the What are your eligible dental services? section
e In-network providers are not available to provide the eligible dental service that you need

You can find in-network providers and see important information about them by logging onto our self-service
website. You can search our online provider directory, for names and locations of in-network providers.

You will not have to submit claims for treatment received from in-network providers. Your in-network provider
will take care of that for you. And we will directly pay the in-network provider for what the plan owes.

Your PCD

Your primary care dentist (we call that dentist your PCD) will provide you with routine care and get you a
referral to a specialty dentist.

You are required to select a PCD. Each covered family member can select their own PCD. You must select a PCD
for your covered dependent if they are a minor or cannot choose a PCD on their own.

For you to receive the in-network level of benefits, eligible dental services must be accessed through your PCD’s
office. They will provide you with primary care services and initiate referrals for specialty dental care.

How do you choose your PCD?
You choose your PCD from the list of PCDs in our provider directory which is on our self-service website.

What will your PCD do for you?
Your PCD will coordinate your dental care or may provide treatment. They may send you to other in-network

providers.

Your PCD will give you a written or electronic referral to see other in-network providers.
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How do | change my PCD?
You may change your PCD at any time. You can call us or log onto our self-service website to make a change.

The change will become effective as follows:

If we receive the request: The change will become effective on:

On or before the 15t day of the month The 15t day of the next month

After the 15t day of the month The 15t day of the month following the next
month

What happens if | do not select a PCD?

Because having a PCD is so important, we may choose one for you. We will notify you of the PCD’s name,
address and telephone number. If you wish, you can change the PCD by following the directions above for How
do I change my PCD?.

Out-of-network providers
You also have access to out-of-network providers. This means you can receive eligible dental services from an
out-of-network provider. If you use an out-of-network provider to receive eligible dental services, you are
subject to a higher out-of-pocket expense and are responsible for:

e Paying your out-of-network deductible

e Your out-of-network coinsurance

e Any charges over our recognized charge

e  Submitting your own claims
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What the plan pays and what you pay

Who pays for your eligible dental services — this plan, both this plan and you, or just you? That depends. This
section gives the general rule and explains these key terms:

Your out-of-network deductible

Your copayments

Your out-of-network orthodontic treatment maximum
Your dental emergency services maximum

The general rule
When you get eligible dental services:

You pay your out-of-network deductible or office visit copayment. The schedule of benefits lists the
office visit copayment amount that you pay.

And then

You pay your eligible dental services copayment. The schedule of benefits lists the copayment that you
pay. The copayment amount may vary by the type of expense.

And then

You are responsible for any amounts above the maximum.

Important note — when you pay all
You pay the entire expense for an eligible dental service:

When you get a dental care service or supply that is not medically necessary. See the Medical necessity
and referral requirements section.

When you get an eligible dental service without a referral when your plan requires a referral. See the
Medical necessity and referral requirements section.

In both of these cases, the dental provider may require you to pay the entire charge.

Special financial responsibility
You are responsible for the entire expense of:

Cancelled or missed appointments

Neither you nor we are responsible for:

Charges for which you have no legal obligation to pay
Charges that would not be made if you did not have coverage
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Where your schedule of benefits fits in
This section explains some of the terms you will find in your schedule of benefits.

How your out-of-network deductible works

Your out-of-network deductible is the amount you need to pay for eligible dental services per Calendar Year
before your plan begins to pay for eligible dental services. Your schedule of benefits shows the out-of-network
deductible amount for your plan.

How your copayment works

Your copayment is the amount you pay for eligible dental services after you have paid your office visit
copayment. Your schedule of benefits shows you which copayments you need to pay for specific eligible dental
services.

You will pay your copayment when you receive eligible dental services.

How your out-of-network orthodontic treatment maximum works

The out-of-network orthodontic treatment maximum is the most your plan will pay for eligible dental services
per lifetime incurred by you after any applicable deductible and coinsurance. You are responsible for any
amounts above this maximum.

Important note:
See the schedule of benefits for any deductibles, copayments, maximums, maximum age, visit limits, and other
limitations that may apply.
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When you disagree - claim decisions and appeals procedures

In the previous section, we explained how you and we share responsibility for paying for your eligible dental

services.

When a claim comes in, we review it, make a decision and tell you how you and we will split the expense. We

also explain what you can do if you think we got it wrong.

Claim procedures

You or your dental provider are required to send us a claim in writing. You can request a claim form from us. We

will review that claim for payment to the dental provider or to you as appropriate.

The table below explains the claim procedures as follows:

Notice

Requirement

Deadline

Submit a claim

e You should notify us in
writing within 20 days
and request a claim
form from us. You can
send your written
notice of claim to us at:
Aetna, P.O. BOX 14094,
Lexington, KY 40512-
4094. If we do not
provide you with a
claim form within 15
days, you will have
complied with any
requirements to
submit proof of loss.

e Youcangetaclaim
form from our self-
service website or call
us

e The claim form will
provide instructions on
how to complete and
where to send the
forms

e You must send us notice
and proof within 90
days or as soon as
reasonably possible

e |[f you are unable to
complete a claim form,
you may send us:

- Adescription of
services

- Bill of charges

— Anydental
documentation
you received
from your
provider

e We won’t void or
reduce your claim if you
can’t send us notice and
proof of loss within the
required time. But you
must send us notice and
proof as soon as
reasonably possible.

Proof of claim

When you have received a
service from an eligible dental
provider, you will be charged.

The information you receive
for that service is your proof
of loss.

e A completed claim
form and any
additional information
required by us

e You must send us notice
and proof within 90
days or as soon as
reasonably possible

e Proof of loss may not be
given later than 1 year
after the time proof is
otherwise required,
except if you are legally
unable to notify us.
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Benefit payment

Written proof must be
provided for all
benefits

If we challenge any
portion of a claim, the
unchallenged portion
of the claim will be
paid promptly after the
receipt of proof of loss
Indemnity for loss of
life will be payable in
accordance with the
beneficiary designation
and the provisions
respecting such
payment which may be
prescribed in this
policy and effective at
the time of payment. If
no such designation or
provision is then
effective, the
indemnity will be
payable to your estate.
Any other accrued
indemnities unpaid
upon your death may,
at our option, be paid
either to your
beneficiary or to your
estate. All other
indemnities will be
payable to you.

Benefits will be paid
immediately or as soon
as the necessary proof
to support the claim is
received

If, through no fault of your own, you are not able to meet the deadline for filing a claim, your claim will still be
accepted if it is filed as soon as possible. Unless you are legally incapacitated, late claims will not be covered if
they are filed more than 27 months after the deadline.
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Communicating our claim decisions
The amount of time that we have to tell you about our decision on a claim is shown below.

Post-service claim
A post service claim is a claim that involves dental care services you have already received.

Type of notice Post-service claim
Initial decision by us 30 days
Extensions 15 days

If we request more 30 days
information

Time you have to send us | 45 days

additional information

Adverse benefit determinations

We pay many claims at the full rate negotiated charge with an in-network provider and the recognized charge
with an out-of-network provider, except for your share of the costs. But sometimes we pay only some of the
claim. And sometimes we don’t pay at all. Any time we don’t pay even part of the claim, that is called an
“adverse benefit determination” or “adverse decision”.

If we make an adverse benefit determination, we will tell you in writing.

The difference between a complaint and an appeal

A complaint

You may not be happy about a dental provider or an operational issue, and you may want to complain. You can
call or write us. Your complaint should include a description of the issue. You should include copies of any
records or documents that you think are important. We will review the information and provide you with a
written response within 30 calendar days of receiving the complaint. We will let you know if we need more
information to make a decision.

You can also file a written complaint with the Superintendent of Insurance at:

Ohio Department of Insurance

Consumer Services Division

Attn: Superintendent of Insurance

50 West Town Street

Third Floor — Suite 300

Columbus, OH 43215

Phone: 614-644-2673 / Toll Free in Ohio: 1-800-686-1586 / Fax: 614-644-3744
Online at: https://www.insurance.ohio.gov/Pages/ComplaintMain.aspx

An appeal
You can ask us to review an adverse benefit determination. This is called an appeal. You can appeal by calling us.

AL HCOC-G-ManagedDental 01 22 OH GE-02


https://www.insurance.ohio.gov/Pages/ComplaintMain.aspx

Appeals of adverse benefit determinations

You can appeal our adverse benefit determination. We will assign your appeal to someone who was not
involved in making the original decision. You must file an appeal within 180 calendar days from the time you
receive the notice of an adverse benefit determination.

You can appeal by sending a written appeal to the address on the notice of adverse benefit determination or by
calling us. You need to include:

e Your name

e The policyholder’s name

e A copy of the adverse benefit determination

e Your reasons for making the appeal

e Any other information you would like us to consider

Another person may submit an appeal for you, including a dental provider. That person is called an authorized
representative. You need to tell us if you choose to have someone else appeal for you (even if it is your dental
provider). You should fill out an authorized representative form telling us that you are allowing someone to
appeal for you. You can get this form on our website or by contacting us. The form will tell you where to send it
to us. You can use an authorized representative at any level of appeal.

You can appeal two times under this plan. If you appeal a second time you must present your appeal within 60
calendar days from the date you receive the notice of the first appeal decision.

Timeframes for deciding appeals

The amount of time that we have to tell you about our decision on an appeal claim depends on the type of
claim. The chart below shows a timetable view of the different types of claims and how much time we have to
tell you about our decision.

Type of notice Post-service
appeal

Initial decision by us 30 days

Extensions 15 days

If we request more 30 days

information

Time you have to send us | 45 days

additional information
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Exhaustion of appeals process

You must complete the appeal process with us before you can take these actions:
e Contact the Ohio Department of Insurance to request an investigation of a complaint or appeal
e File a complaint or appeal with the Ohio Department of Insurance.
e Pursue arbitration, litigation or other type of administrative proceeding

Sometimes you do not have to complete our appeals process before you may take other action. These are when:
e We decide to waive this requirement
e You did not receive a written decision from us on the appeal review within the required time frame
e You have an urgent claim or a claim that involves ongoing treatment. You can have your claim reviewed
internally.
e We did not follow all of the claim determination and appeal requirements of the State of Ohio.

Recordkeeping
We will keep the records of all complaints and appeals for at least 10 years.

Fees and expenses
We do not pay any fees or expenses incurred by you when you submit a complaint or appeal.
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Coordination of benefits

The Coordination of Benefits (COB) provision applies when a person has dental coverage under more than one
plan. If you do, we will work together with your other plan(s) to decide how much each plan pays. Plan is
defined below.

The order of benefit determination rules govern the order in which each plan will pay a claim for benefits. The
plan that pays first is called the primary plan. The primary plan must pay benefits in accordance with its policy
terms without regard to the possibility that another plan may cover some expenses. The plan that pays after the
primary plan is the secondary plan. The secondary plan may reduce the benefits it pays so that payments from
all plans do not exceed 100% of the total allowable expenses.

Key terms

e Anplanis any of the following that provides benefits or services for medical or dental care or treatment.
If separate contracts are used to provide coordinated coverage for members of a group, the separate
contracts are considered parts of the same plan and there is no COB among those separate contracts.

- Planincludes: group and non-group insurance contracts, health insuring corporation (“HIC”)
contracts, closed panel plans or other forms of group or group type coverage (whether insured
or uninsured); medical care components of long-term care contracts, such as skilled nursing
care; medical benefits under group or individual automobile contracts; and Medicare or any
other federal governmental plan, as permitted by law.

- Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident
only coverage; specified disease or specified accident coverage; supplemental coverage as
described in Revised Code sections 3923.37 and 1751.56; school accident type coverage;
benefits for non-medical components of long-term care policies; Medicare supplement policies;
Medicaid policies; or coverage under other federal governmental plans, unless permitted by
law.

- Health Insuring Corporation (HIC): A HIC is a corporation that pays for, reimburses, or makes
available health care services.

Each plan for coverage is a separate plan. If a plan has two parts and COB rules apply only to one of the two,
each of the parts is treated as a separate plan.

e This plan means, in a COB provision, the part of the contract providing the health care benefits to which
the COB provision applies and which may be reduced because of the benefits of other plans. Any other
part of the contract providing health care benefits is separate from this plan. A contract may apply one
COB provision to certain benefits, such as dental benefits, coordinating only with similar benefits, and
may apply another COB provision to coordinate other benefits.

e The order of benefit determination rules determine whether this plan is a primary plan or secondary
plan when the person has health care coverage under more than one plan.

- When this plan is primary, it determines payment for its benefits first before those of any other
plan without considering any other plan's benefits. When this plan is secondary, it determines
its benefits after those of another plan and may reduce the benefits it pays so that all plan
benefits do not exceed 100% of the total allowable expense.

e Allowable expense is a health care expense, including deductibles, coinsurance and copayments, that is
covered at least in part by any plan covering the person. When a plan provides benefits in the form of
services, the reasonable cash value of each service will be considered an allowable expense and a
benefit paid. An expense that is not covered by any plan covering the person is not an allowable
expense. In addition, any expense that a provider by law or in accordance with a contractual agreement
is prohibited from charging a member is not an allowable expense.
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Order
When a
follows:

The following are examples of expenses that are not allowable expenses:

- The difference between the cost of a semi-private hospital room and a private hospital room is
not an allowable expense, unless one of the plans provides coverage for private hospital room
expenses.

- If apersonis covered by 2 or more plans that compute their benefit payments on the basis of
usual and customary fees or relative value schedule reimbursement methodology or other
similar reimbursement methodology, any amount in excess of the highest reimbursement
amount for a specific benefit is not an allowable expense.

- Ifapersonis covered by 2 or more plans that provide benefits or services on the basis of
negotiated fees, an amount in excess of the highest of the negotiated fees is not an allowable
expense.

- Ifapersonis covered by one plan that calculates its benefits or services on the basis of usual
and customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology and another plan that provides its benefits or services on the basis
of negotiated fees, the primary plan's payment arrangement shall be the allowable expense for
all plans. However, if the provider has contracted with the secondary plan to provide the benefit
or service for a specific negotiated fee or payment amount that is different than the primary
plan's payment arrangement and if the provider's contract permits, the negotiated fee or
payment shall be the allowable expense used by the secondary plan to determine its benefits.

- The amount of any benefit reduction by the primary plan because a member has failed to
comply with the plan provisions is not an allowable expense. Examples of these types of plan
provisions include second surgical opinions, precertification of admissions, and preferred
provider arrangements.

Closed panel plan is a plan that provides health care benefits to members primarily in the form of
services through a panel of providers that have contracted with or are employed by the plan, and that
excludes coverage for services provided by other providers, except in cases of emergency or referral by
a panel member.

Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is
the parent with whom the child resides more than one half of the calendar year excluding any
temporary visitation.

of benefit determination rules
person is covered by two or more plans, the rules for determining the order of benefit payments are as

The primary plan pays or provides its benefits according to its terms of coverage and without regard to
the benefits of under any other plan.

Except as provided in the following paragraph, a plan that does not contain a coordination of benefits
provision that is consistent with this regulation is always primary unless the provisions of both plans
state that the complying plan is primary.

- Coverage that is obtained by virtue of membership in a group that is designed to supplement a
part of a basic package of benefits and provides that this supplementary coverage shall be
excess to any other parts of the plan provided by the policy holder. Examples of these types of
situations are major medical coverages that are superimposed over base plan hospital and
surgical benefits, and insurance type coverages that are written in connection with a closed
panel plan to provide out-of-network benefits.

A plan may consider the benefits paid or provided by another plan in calculating payment of its benefits
only when it is secondary to that other plan.
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e Each plan determines its order of benefits using the first of the following rules that apply:

- Non-Dependent or Dependent. The plan that covers the person other than as a dependent, for
example as an employee, member, policyholder, subscriber or retiree is the primary plan and
the plan that covers the person as a dependent is the secondary plan. However, if the person is
a Medicare beneficiary and, as a result of federal law, Medicare is secondary to the plan
covering the person as a dependent, and primary to the plan covering the person as other than
a dependent (e.g. a retired employee), then the order of benefits between the two plans is
reversed so that the plan covering the person as an employee, member, policyholder, subscriber
or retiree is the secondary plan and the other plan is the primary plan.

- Dependent child covered under more than one plan. Unless there is a court decree stating
otherwise, when a dependent child is covered by more than one Plan the order of benefits is
determined as follows:

o For a dependent child whose parents are married or are living together, whether or not
they have ever been married:

= The Plan of the parent whose birthday falls earlier in the contract year is the
primary plan; or

= |f both parents have the same birthday, the plan that has covered the parent
the longest is the primary plan.

= However, if one spouse's plan has some other coordination rule (for example, a
“gender rule” which says the father's plan is always the primary plan), we will
follow the rules of that plan.

o For 