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I. General Exclusions, Limitations, and Exceptions

Dental implants or transplants.

NOTE: No benefits will be paid under this Policy for the following treatments, services and care, unless otherwise 
indicated.

Dental services not appearing on the Schedule of Benefits.

Dental treatment for cosmetic purposes, unless specifically indicated on a specific plan.

Dental treatment performed in a hospital and/or any related hospital-fee.

Treatment of cleft palate, anodontia and mandibular prognathism.

Cases in which, in the professional judgment of the attending Dentist, a satisfactory result cannot 
be obtained.

The cost of services secured from physicians, Dentists or Dental Surgeons, other than authorized 
GDP Providers, will not be paid for unless expressly authorized in writing by the Primary Care 
Dentist as cited under Emergency Coverage and Out-of-Area Emergency Coverage provisions.

Treatment for any condition for which benefits of any nature are recovered or found to be 
recoverable, whether by adjudication or settlement under any Workmen's Compensation or 
Occupational Disease Law, even though You or Your Covered Dependent fails to claim the right of 
such benefits, provided that this exclusion will only apply to the extent that such benefits are 
payable through other plans.

Treatment for any disease, condition or injuries sustained, as a result of war, declared or 
undeclared, or any illness or injury occurring after the effective date of the Policy and caused by 
atomic explosion or exposure, whether or not the result of war.
Care of treatment obtained from or for which payment is made by any Federal, State, or County 
Municipal, or other governmental agency, including any foreign government.

No Covered Person will be denied dental coverage due to trauma.  However, dental care 
coverage under this Policy may not cover the Covered Person for certain traumatic events that 
may occur if those procedures are specifically excluded in this Policy.  A Covered Person who 
requires dental care due to a serious trauma will not be covered for dental care in those areas 
that are specifically described as excluded.
A nominal administrative fee (i.e., sterilization, office visit, etc.) charged by selected dental 
offices.
Services or appliances started before a Covered Person became eligible under this Policy (i.e., 
teeth prepared for crowns or root canals in progress).

Prescription drugs.

Preventative control programs, including home care items.

Services started after termination of coverage.

Nitrous oxide analgesia.

Charges for failure to keep a scheduled visits with the Dentist.

Lost, missing, or stolen appliances (i.e., retainers, Occlusal guards, partial or complete dentures, 
or flippers).
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Services rendered by a dental or medical department maintained by or on behalf of an employer, 
a mutual benefit association, labor union, trustee or similar person or group.

Charges for duplication of radiographs.

Charges for temporary appliances.

Charges for experimental or investigational services or supplies.

Accidental injury.  Accidental injury is defined as damage to the hard and soft tissues of the oral 
cavity resulting from forces external to the mouth.  Damages to the hard and soft tissues of the 
oral cavity from normal masticatory (chewing) function will be covered at the normal schedule of 
benefits.

Prophylactic removal of impactions (asymptomatic nonpathological).

Specialist consultations for noncovered benefits.

Dental expenses incurred with any dental procedure started prior to the enrollee's eligibility.

Services rendered by a dentist beyond the scope of his/her license.

Porcelain, porcelain substrate, and cast restorations on primary (baby) teeth.

Cysts and malignancies.

Duplicate full or partial dentures.

Inlays, unless listed as a Covered Service in the Schedule of Benefits.

I. General Exclusions, Limitations, and Exceptions, continued

Composite resin restorations on occlusal surfaces of bicuspids and molars.

Biopsy or Brush Biopsy to detect cancer.

Claims reported as accident on school grounds, which should be submitted to school's primary 
insurance.

Removal of impacted teeth that exhibit no symptoms or pathology.

Consultations or examinations/evaluations for non-covered services.
Services or appliances performed by a Dentist whose practice is limited to prosthodontics 

Behavior management fees for covered persons requiring additional or unusual efforts to 
complete a dental procedure.

Soft tissue management (i.e., irrigation, infusion, or special toothbrush).

Restorative work caused by orthodontic treatment.

Claims submitted due to auto accident, which should be submitted to automobile insurance 
carrier.

General anesthesia and the services of a special anesthesiologist unless authorized by employer 
group.

Treatment of fractures and dislocations.

Any service that is not specifically listed.

Congenital malformation.

Dispensing of drugs not normally supplied in a dental office.
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Instructions in dental hygiene, dietary planning or plaque control.

Missed appointments or completion of claim forms. Infection control, including sterilization of 
supplies and equipment.

Services that the dentist feels, in his or her professional judgement, should not be provided.

II. Orthodontic Exclusions, Limitations, and Exceptions

Orthodontic Benefit is once in a lifetime benefit per member.

Composite bands and lingual adaptation of orthodontic bands are considered optional treatment 
and are subject to additional charges.

Retreatment of prior Orthodontic problems, unless provided under this policy or any extension 
or renewal of this Policy

Patients with severe disabilities that may prevent satisfactory Orthodontic results

Any charge made by the Orthodontist for the cost of replacement and/or repair of an appliance 
furnished to the patient, which is lost or broken through no fault of the Orthodontist

Interceptive Orthodontic Treatment is not a covered benefit
Surgical procedures incidental to orthodontic treatment

Myofunctional therapy

Supplemental appliances not routinely used in typical orthodontic cases (i.e., Invisalign)
Active treatment extending more than 24 months form the point of banding due to lack of 
patient cooperation.  For cased extending past 24 months, the Covered Person will be charged a 
monthly fee that is prorated at the Orthodontist's Submitted Fees.

Treatment started before the Covered Person became eligible under this policy

Transfer to another Dentist after banding has been initiated
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