MetLife PPO Dental Plan

Payrolling.com is pleased to offer you participation in the MetLife PPO Dental Plan. Below is some
important information to know about the plan. If you have any questions, please do not hesitate to contact
your Benefits Administrator at:

858-866-2600 or benefits@payrolling.com

Important Plan Information

=  The effective date for your coverage will be the first of the month after 30 days of employment.

= Employees working 20 or more hours per week are eligible.

= Ifyou do not submit your application by the above deadline, you may not enroll until the next Open
Enrollment period or if you experience a Family Status Change (marriage, divorce, birth of a child,
spouse’s job change, etc.). You have 30 days from the event to update your coverage. Documentation will
be required.

= Changes or cancellation of your coverage can only occur during the annual Open Enrollment period or if
you experience a Family Status Change. Adjustments relating to a Family Status Change must be made
within 30 days of the event. Documentation will be required.

= Deductions for your coverage will be taken per paycheck on a pre-tax basis unless you notify us, in writing,
otherwise.

=  Please review the plan documents carefully. If you have any questions on the coverage, contact the
Payrolling.com Benefits Department.

Rates*

MetLife Dental PPO (Nationwide)

Employee $12.74 per week
Employee +1 $25.94 per week
Family $42.43 per week

Instructions for completing the PPO application:
=  Complete the application labeled PPO along with the page titled “Declaration Section.” You can search for
a dentist at www.metlife.com/dental. Or call 1-800-474-7371.

Fax completed application to the Payrolling.com Benefits Department at: 858-866-2601.

* Amounts listed are based on a weekly pay cycle. If you are paid bi-weekly, semi-monthly, or monthly, your
deductions will be adjusted accordingly.



TYPE A
PREVENTIVE SERVICES

TYPE B
BASIC SERVICES

TYPE C
MAJOR SERVICES.

TYPE D
ORTHODONTICS

Oral Exams

Full Mouth X-Rays
Bitewing X-Rays
Prophylaxis / Cleanings
Fluoride Treatments
Sealants

Emergency Palliative
Treatment

Periapical X-Rays
Other X-Rays

Labs & Other Tests
Space Maintainers
Fillings

General Anesthesia
Consultations
Occlusal Adjustments

Crowns

Inlays / Onlays
Prefabricated Stainless
Steel and Resin Crowns
Recementations

Crown Build-ups / Post &
Core

Repairs

Pulp Capping
Endodontics - Root Canal
/ Pulpotomy

Pulp Therapy /
Apexification &
Recalcification
Periodontal Surgery
Periodontics — Non-
Surgical

Periodontal Maintenance
Dentures

Rebases / Relines
Simple Extractions
Surgical Extractions
Fixed Bridges

Oral Surgery

Implants

Orthodontic Diagnostics
Orthodontic Treatment




LIMITATIONS / PROVISIONS ON DENTAL SERVICES

Type A (Preventive Services)

=  Oral exams but not more than 2 times in 1 year.

=  Full mouth or Panoramic X-rays but not more than once every 36 months.

= Bitewing X-rays 2 times in 1 year for a child under 14; and 1 time in 1 year for everyone else.

= Cleaning of teeth (oral prophylaxis) 2 times in a year.

= Topical fluoride treatment for a child under age 16, 1 time in 12 months.

= Sealants for a child under age 17, which are applied to non-restored, non-decayed first and second permanent
molars once per tooth in 36 months.

Type B (Basic Services)
Space Maintainers for a child under 14 years of age.

= Administration of general anesthesia or intravenous sedation in connection with oral surgery, extractions, or other
covered services, when dentally necessary as determined by Metropolitan in terms of generally accepted dental
standards.

= Consultations, but not more than 2 times in a 12 month period.

»= Occlusal Adjustments, but not more than 1 time in a 12 month period.

Type C (Major Services)
= Initial installation of Cast Restorations (inlays, onlays, crowns).
- Replacement of any Cast Restorations with the same or a different type of Cast Restoration but not more
than one replacement for the same tooth surface within 60 months of a prior replacement.

= Prefabricated stainless steel crowns or prefabricated resin crowns, in either case, only for primary teeth but not
more than 1 time in a 60 month period.

= Recementation of Crowns, Inlays, Onlays, Dentures and Bridgework is limited to 1 time in 12 months.

= Crown Buildups / Post and Core but no more than once per tooth in a period of 60 months.

= Repairs to Crowns, Inlays, Onlays, Dentures and Bridgework are limited to 1 time in 12 months.

= Endodontics

- Root canal treatment not more often than 1 time in 24 months for the same tooth.

= Periodontal surgery, including gingivectomy or gingivoplasty, osseous surgery, bone replacement graft, and guided
tissue regeneration but not more than one surgical procedure per quadrant in any 36 month period.

= Periodontal scaling and root planing but not more than once per quadrant in any 24 month period.

= Periodontal Maintenance: Where periodontal treatment (including scaling, root planing and periodontal surgery
such as gingivectomy, gingivoplasty, osseous surgery) has been performed. Periodontal maintenance is limited to 4
times in any year less the number of teeth cleanings received during such 12 month period.

= Adjustments of dentures if at least 6 months have passed since the installation of the denture and not more than
once in any 12 month period.

= Replacement of a non-serviceable removable partial denture, removable full denture or fixed bridgework if installed
more than 60 months prior to replacement.

= Replacement of an immediate, temporary full denture with a permanent full denture if the immediate, temporary full
denture cannot be made permanent and replacement is done within 12 months of the installation of the immediate,
temporary full denture.

= Addition of teeth to a removable partial denture, removable full denture or bridgework when needed to replace one
or more natural teeth removed while this dental insurance is in effect after the existing denture or bridgework was
installed.

= Relining and Rebasing of existing removable dentures: if at least 6 months have passed since the installation; and
not more than once in any 36 month period.

= Initial installation of fixed bridgework, a partial removable denture or a full removable denture when needed to
replace congenitally missing teeth or to replace natural teeth lost while this dental insurance coverage is in effect.

= Implant repairs but no more than once for the same tooth position in a 12 month period.

= Replacement of an existing Implant Supported Prosthetic, but not more than one replacement for a tooth in any 60
month period.

Type D (Orthodontic Services)

= Benefit for initial preparation, work up & installation of Orthodontic appliance is 20% of the total covered expense.
= All dental procedures performed in connection with Orthodontic treatment are payable as Orthodontia.

= Payments are on a repetitive basis (monthly installments).

= Benefits end at cancellation.
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Late Entrant
Employees who do not elect coverage during their 31-day application period may still elect coverage later. Dental
coverage would be subject to the following waiting periods:

Preventive ServiCes........cccceviiiiiiieeiieeeeeeies No waiting period

Basic Restorative Services (Fillings)................. 6 month waiting period
Basic — All Other Services..........coccvveeeeeeeeennnne 12 month waiting period
MajOr SEIVICES.....ccceeiiiiiiiiiiie e 24 month waiting period
Orthodontic Services (if applicable)................ 24 month waiting period
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EXCLUSIONS ON DENTAL SERVICES

Services which are not dentally necessary, those which do not meet generally accepted standards of care for
treating the particular dental condition, or which we deem experimental in nature.

Services for which a covered person would not be required to pay in the absence of dental insurance.

Services or supplies received by a covered person before the insurance starts for that person.

Services which are neither performed nor prescribed by a dentist except for those services of a licensed dental
hygienist which are supervised and billed by a dentist and which are for scaling or polishing of teeth or fluoride
treatment.

Services which are primarily cosmetic. (For residents of Texas: Services which are primarily cosmetic unless
required for the treatment or correction of a congenital defect of a newborn child).

Services or appliances which restore or alter occlusion or vertical dimension.

Restoration of tooth structure damaged by attrition, abrasion or erosion unless caused by disease.

Restorations or appliances used for the purpose of periodontal splinting.

Counseling or instruction about oral hygiene, plaque control, nutrition and tobacco.

Personal supplies or devices including, but not limited to: water piks, toothbrushes, or dental floss.

Initial installation of a Denture to replace one or more teeth which were missing before such person was insured for
Dental Insurance, except for congenitally missing teeth congenitally missing natural teeth.

Decoration or inscription of any tooth, device, appliance, crown or other dental work.

Missed appointments.

Services covered under any workers’ compensation or occupational disease law.

Services covered under any employer liability law.

Services for which the employer of the person receiving such services is not required to pay.

Services received at a facility maintained by the Policyholder, labor union, mutual benefit association, or VA
hospital.

Services covered under other coverage provided by the Policyholder.

Temporary or provisional restorations.

Temporary or provisional appliances.

Prescription drugs.

Services for which the submitted documentation indicates a poor prognosis.

Services, to the extent such services, or benefits for such services, are available under a government plan. This
exclusion will apply whether or not the person receiving the services is enrolled for the government plan. We will
not exclude payment of benefits for such services if the government plan requires that Dental Insurance under the
group policy be paid first.

The following when charged by the dentist on a separate basis - Claim form completion; infection control such as
gloves, masks, and sterilization of supplies; or local anesthesia, non-intravenous conscious sedation or analgesia
such as nitrous oxide.

Dental services arising out of accidental injury to the teeth and supporting structures, except for injuries to the teeth
due to chewing and biting of food.

Caries susceptibility tests.

Precision attachments associated with fixed and removable prostheses.

Adjustment of a denture made within 6 months after installation by the same dentist who installed it.

Duplicate prosthetic devices or appliances.

Replacement of a lost or stolen appliance, cast restoration or denture.

Intra and extraoral photographic images.

Fixed and removable appliances for correction of harmful habits.

Appliances or treatment for bruxism (grinding teeth), including but not limited to occlusal guards and night guards.
Initial installation of a denture or bridgework to replace one or more natural teeth lost before the Dental Expense
Benefits started for the Covered Person or as a replacement for congenitally missing natural teeth.

Treatment of temporomandibular joint disorder. This exclusion does not apply to residents of Minnesota.
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