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Dear Participating Medicare Advantage Dentist:

We are excited to bring you the Dental Manual dedicated solely to Medicare Advantage. This
administrative guide is designed to help you and your staff easily navigate the Medicare
Advantage verification and claims process, which allows you to provide your patients with the
best possible service.

This Medicare Advantage Dental Manual, along with the CDT Dental Procedure
Guidelines, provides you with the policies and procedures necessary to support your practice
when doing business with us. The Medicare Advantage Dental Manual is an accompaniment
to your Participating Provider Agreement (“Agreement”), providing comprehensive details
regarding the terms of your Agreement. Both the Medicare Advantage Dental Manual and
the CDT Dental Procedure Guidelines are located via the Plans, Manuals, and Training
page of our website at: hmsadental.com.

Your Dental Network Manager is available to assist you with any questions you have relative
to your Agreement, the Medicare Advantage Dental Manual, or the CDT Guides.

Thank you for the role you and your staff play in providing a welcoming and professional
experience for our members who are seeking care for their dental health. From time to time,
you can expect to see updates to this Dental Manual to keep you apprised of changes and
additional information as it becomes available. If you have any suggestions as to the content
you would like to see included in the Dental Manual, please contact your Dental Network
Manager.

We appreciate the quality service you provide to our members and look forward to continuing
our mutually beneficial relationship with you and your staff.

Sincerely,

/ s

T~ ,‘,A« }é‘.*’ //\%?/?/
> 2589 e (R s %

Greg Poulakos
Executive Vice President, Market Solutions
USADble Life

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for each subscriber’s plan.
Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is required to determine the specific level of benefit
coverage.
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Section 1: Definitions

The definitions of capitalized terms that are not otherwise defined in the body of the
Participating Provider Agreement are set forth in this section of the Dental Manual.

Applicable Laws Any statutes, regulations, or other legal requirements
applicable to the matter being referenced in the
Agreement.

Allowable Expense The maximum amount of payment allowed by HMSA for

Dental Benefits covered under the applicable Insured’s
Dental Program.

Appeal The process used to have an adverse Benefit
determination reviewed. The process may also be known
as a request for Reconsideration of an Adverse
Organization Determination.

Billed Charges The amount you bill for a specific dental service or
procedures.
Benefit Plan The written agreement entered by a Responsible Payor

with an Account or an individual, which specifies the
terms, conditions, limitations, and exclusions applicable to
the Member’s Covered Services.

Centers for Medicare The federal agency within the Department of Health and
and Human Services responsible for administration of
Medicaid Services (CMS) Medlcarg. CMS language may be different than
conventional insurance contracts.

Clean Claim A claim for Covered Services that is submitted for
adjudication in accordance with applicable terms and
conditions of this Dental Manual. A claim is clean when
it requires no further information, adjustment, or

alteration in order to be processed and paid by the
Responsible Payor.

Co-insurance The sharing of expenses of Dental Benefits between the
members and HMSA. The amount of any such expense is
set forth in the applicable Dental Program.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.



Conditions of Participation

The minimum qualifications and standards required to be
credentialed to participate in a Provider Network,
including:

1. Any information set forth or referenced in the
Dentist’s Application which is incorporated into the
Agreement by reference, shall be true, accurate
and correct in all material respects throughout the
term of the Agreement, and

2. The Dentist shall notify HMSA in a timely manner of
any material changes in that information.

Confidential
Information

1. Any and all data, reports, interpretations, forecasts,
documents, records, and other information fixed in

a tangible medium, which contain information
concerning a party that:

2. |s marked, otherwise identified as, or legally

entitled to protection as confidential, proprietary,
privileged or trade secret information; and

3. Is disclosed by or on behalf of a party (the
“Disclosing Party”) to the other party

(the “Receiving Party”).
Confidential Information does not include information
that:

1. Is based on documents in the Receiving Party’s
possession prior to disclosure of Information that

2. was not acquired directly
3. Or indirectly from the Disclosing Party; or
4. Was in the public domain at the time of disclosure

or subsequently became part of the public domain
through no fault of the Receiving Party; or

5. Was legally received on a non-confidential basis
from a third party, who is not known to be bound

by a confidentiality agreement preventing the
disclosure of such information; or

6. Was independently developed by the Receiving
Party without reliance on or knowledge of the
Disclosing Party’s Confidential Information

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.




Coordination of
Benefits (COB)

The determination of which Payors have primary and
secondary responsibilities for paying for Covered Services
in accordance with the rules set forth in the Member’s
Benefit Plan when that Member is eligible for Covered
Services from more than one payor, including from a
governmental or self-funded payor.

Copayment

A fixed-dollar amount that a Network Dentist must

collect directly from a member as a portion of the
Maximum Allowable Charge for Covered Services.

Cost Sharing

Any and all charges that a Dentist may collect directly

from a member in accordance with the terms of the
Member’s Benefit Plan, which includes Copayments,
Deductibles or Coinsurance.

Covered Services

Necessary and Appropriate dental care services and
supplies rendered to Members in accordance with the
terms of the Member’s Benefit Plan, the applicable Dental
Manual, and the Agreement.

Denied

Dental services that are not covered under the

applicable Medicare Advantage Plan will be denied. If a
claim is denied, you can bill and collect your billed

charge from the member if the member has agreed to pay
for the service(s).

Downstream Entity

Downstream Entities include Dentist and any of Dentist’s
subcontractors and their subcontractors down to the
level of the ultimate provider of health and administrative

goods and services to MA Members under the terms of
the Agreement.

Emergency
Dental Care

Dental services necessary to treat sudden onset and
severity of a dental condition that leads to an immediate
dental procedure to relieve pain or eliminate infection.

Exchange or Health
Insurance Marketplace

A governmental agency or non-profit entity that meets
the applicable standards of 45 C.F.R. § 155 subpart D
and makes QHP available to individuals and employers.
This term includes both State and Federally-Facilitated
Exchanges.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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First Tier Entity

First Tier Entities consist of MA Plan’s subcontractors,
including HMSA, that provide administrative services or
health care services to MA Members.

Governing Body

The person(s) who have authority over a business entity.

Grievance

Dissatisfaction from or on the behalf of an Enrollee or
Dental Service provider about any action taken by

HMSA Dental. May include dissatisfaction about the
quality of care, services provided or professionalism of the
dental provider or staff.

HIPAA

The Health Insurance Portability and Accountability Act
of 1996 and its regulations.

HITECH

The Health Information Technology for Economic and
Clinical Health Act and its implementing regulations.

Insured

Each individual covered under a Dental Program.

Late Claim

The submission of a Claim for Covered Services to
HMSA'’s Responsible Payor that is more than 365 days
(one year) from the date of service or the completion

of a course of treatment. HMSA may deny Late Claim
unless it determines, at its discretion, that there was

good cause for the delay in submitting that claim.

Medicare
Advantage Plan

HMSA, a Medicare Advantage Organization offering
Medicare Advantage Programs through an MA Contract.

Medicare Advantage
Organization

An insurance company or health maintenance organization
that holds a contract with CMS and the MA Plan.

Medicare Advantage
Program

An alternative to the traditional Medicare program
authorized by Part C of Medicare in which health insurance
companies or health maintenance organizations provide
health care benefits that eligible beneficiaries would
otherwise receive directly from the Medicare Program.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
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Medicare Advantage The amount that HMSA has determined to be the
Maximum Allowable maximum amount payable for a Covered Service
Charge Fee Schedule rendered to a member as set forth in the applicable
Maximum Allowable Charge Schedule contained in
Exhibit A of the Responsible Payor’s Agreement.

Member A person eligible to receive Covered Services under a
Benefit Plan.
Member Payments Any and all charges that a Dentist may collect directly

from a member in accordance with the terms of the
Member’s Benefit Plan, which includes Copayments,
Deductibles or Coinsurance.

Medicare Advantage An insurance company or health maintenance
Organization organization that holds a contract with CMS and the
MA Plan.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Necessary and
Appropriate

Dental services and supplies that are:

1. Rendered consistent with the prevention and
treatment of oral disease or with the
diagnosis
and treatment of teeth that are decayed or
fractured, or where the supporting structure is
weakened by disease (including periodontal,
endodontic, and related diseases).

2. Furnished in accordance with standards of good
dental practice.

3. Provided in the most appropriate site and at the
most appropriate level of service based upon the
Member's condition.

4. Not provided solely to improve a member’s
condition beyond normal variation in individual
development and aging, including improving
physical appearance that is within normal

individual variation.
5. As beneficial as any established alternative; and
6. Notrendered solely for the Dentist’'s, Member’s
or a third party’s convenience.

Network Dentists

Dentists who participate in the MA Network.

Non-Covered Services

Services and supplies that are not covered by or

limited in coverage pursuant to the Member’s Benefit
Plan; also, services or supplies, other than Non

Reimbursable Services, for which the Dentist does not
receive reimbursement from a Responsible Payor after
exhausting the Dispute Resolution Procedure set forth

in the applicable Dental Manual.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Non- Reimbursable

Services that would have been Covered Services but

Services for the fact that the Dentist:
1. Rendered services that were not Necessary and
Appropriate, or
2. Failed to comply with applicable requirements of
the Dental Manual in connection with the provision
of such Services, or
3. Failed to submit a claim for such services within
the submission deadlines established by the
applicable Dental Manual.
Participating The document that defines the contractual rights and
Agreement obligations between you as a participating Dentist and

HMSA for your participation in the HMSA Dental PPO
which is made up of your standard contract and
Medicare Advantage.

Participating Dentist

A duly licensed dentist who has contracted with HMSA
to participate in its Dental MA Network.

Provider Network

A group of Dentists who contract with HMSA to render
covered Services to Members.

Pre-authorization

A dentist’s submission of information to the responsible
payor prior to rendering services, for advanced written
approval for planned services for medically necessary
treatment.

Preauthorization is subject to:

e The accuracy and completeness of the Dentist’s
submission of information,

e Medical Necessity

e The Member’s eligibility at the time services is
rendered,

¢ The Responsible Payor’s allowed payment for
such services, and

e The terms of the Member’s Benefit Plan at the
time services rendered

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Predetermination
of Benefits

A Dentist’s submission of information to the
Responsible Payor prior to rendering services, to
request the Responsible Payor inform the Dentist if
services may be Covered Services and what
Allowable Charge, Copayment, Coinsurance and
Deductible amounts may apply. A Predetermination of
Benefits is confirmation that the member is a covered
enrollee and the treatment planned is a covered
benefit. It is not a guarantee of benefits and does not
imply any obligation to pay any amount for services
rendered.

A Predetermination is subject to:

e the accuracy and completeness of the Dentist’s
submission of information,

o the Member’s eligibility at the time services is
rendered,

¢ the Responsible Payor’s allowed payment for
such services, and

e the terms of the Member’s Benefit Plan at the
time services are rendered

Responsible Payor

The Plan responsible for paying benefits for Covered
Services rendered to a Member.

State

The State of Hawaii

Subscriber

A Member who is eligible and enrolled in a Benefit
Plan as an individual or as an employee or member of
an Account.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Unbundling of
Procedures

The “unbundling” of charges has been recognized on a
national level as a contributing factor to the increasing
cost of healthcare.

Examples of unbundling include the use of more than
one procedure code to bill for a procedure that can be
adequately described by a lesser number of codes,
filing for services that are an integral part of a
procedure, and filing for procedures (such as
“sterilization”, services, or supplies) that are required
in rendering dental services. When these and other
unbundled claims are identified, partial denials of
payment or refund request will result.

Utilization Management
Program

The review process is used to evaluate whether a
service rendered to a Member is Necessary and
Appropriate.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Section 2: Contact Information

CUSTOMET SEIVICE ...ttt (808) 948-6440
Dental Provider Relations Team.............cocoviiiiiiiiiiiiiiciiiieeees hmsadentalpr@usablelife.com
LA 013 (= hmsadental.com/providers

Verify benefits online at: https://www.mydentalcoverage.com/dentists.shtml

e Select My Patient’s Benefits

o Verify benefits and eligibility

e Check frequency limitations, deductibles and plan maximums met to date
e Check claims status

e Submit Speed eClaim®

Note: When verifying eligibility using Online Provider portal, remove the first 3 numbers of the
Member ID.

Customer Service:

You may contact our customer service department by phone at 808-948-6440 on Oahu and
1-800-792-4672 Toll Free on the Neighbor islands Monday through Friday from 8 a.m. to 5
p.m. HST.

Claims mailing address:

Please submit your Medicare Advantage dental claims electronically using HMSA’s Payor ID
(HMSAT1) or mail your dental claims to the following address:

HMSA Dental
P.O. Box 69436
Harrisburg, PA 17106-9436

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for each
subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is required to
determine the specific level of benefit coverage.
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Section 3: Filing Provider or Practice Changes

Occasionally, you may need to submit changes to us associated with relocation, adding, or
changing an Employer Identification Number (EIN) or Tax Identification Number (TIN), adding
or terminating an associate or closing a plan panel. Forms are located on the Update Your
Status page of our website at hmsadental.com/providers. For assistance with the forms,
please contact us at HMSAdentalPR@usablelife.com

Changes Requiring Notification

Changes to your status that require immediate written notification include:
e License to practice dentistry is suspended or revoked
e Professional liability or malpractice insurance changes, lapses orrevocation
e Malpractice cases or an act of professional misconduct
e Transfer of ownership (TIN change)
e Change of practice name
e Relocation
e Adding dentists to your practice
e Additional offices
e Changes to telephone numbers, fax numbers, email addresses
¢ Any material or demographic changes to your practice
e Retirement/Death of Provider

Required Notification Time Limitations

HMSA requires written notification within established time periods as noted below:
Within seventy-two (72) hours if:

e You or your practice, or any of its officers or directors is indicted or convicted of a felony.

e You or your practice becomes the subject of an investigation by a state or federal
government entity in which you have the potential to be subject to criminal charges or
subject to any action for violation of Law.

Within one (1) business day if:

e You are materially sanctioned by any state or federal government entity.

e Your eligibility to participate in the Medicare or Medicaid programs is limited, restricted or
otherwise terminated.

e You receive a notice of intent to file or actual filing of any professional liability action
against you (or an entity in which you have an ownership interest, other than a publicly
traded company) that involves a member.

Within five (5) business days if:

e You are required to pay damages in any malpractice action by way of judgment or
settlement notification.

e Thereis any change in the nature or extent of Service rendered by you.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for each
subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is required to
determine the specific level of benefit coverage.
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¢ Any other act, event, occurrence or the like that materially affects your ability to carry out
your duties and obligations or otherwise perform under the Agreement.

¢ You shall notify HMSA when you begin or cease to accept new patients or begin or
cease to provide Services at the location listed in the Agreement.

o Within thirty (30) days of any change in your ownership or Affiliates or of a contemplated
merger or acquisition of your practice(s).

Type of Change Method of Submission

General location/contact information
(telephone, fax, etc.)

Submit a provider information change form located

on our website at hmsadental.com under the Providers tab;
Fax request to (808) 538-8996 or email to
HMSAdentalPR@usablelife.com

Employer Identification Number (EIN) or
Taxpayer Identification Number (TIN)

Any changes to your (EIN) Employer Identification Number or
(TIN) Taxpayer Identification Number, submit a Provider
information change form, W-9, and a Participating provider
Agreement for each provider. Forms are located on our website
at hmsadental.com under the Providers tab. Submit with
original signatures and mail to:

HMSA - Dental
P O Box 1320
Honolulu, HI 96807-1320

Associate dentist/orthodontist who has
left your practice

Send a letter of termination on the Practice letterhead with

a provider’s signature, including the dentist’'s name, practice
address and TIN via fax (808) 538-8996 or e-mail
HMSAdentalPR@usablelife.com

Add a new associate or dentist to your
practice

Submit a credentialing application if the provider is

not credentialed with HMSA, or submit an

Abbreviated Application, W-9, and a Participating Provider
Agreement for existing providers. Forms are located on
our website at hmsadental.com

Terminate participation in a network
Requires ninety (90) day written
notification

Send a letter of termination on your practice

letterhead with a provider’s signature, including the Dentist name,
practice address, TIN and network

you are terming via fax (808) 538-8996 or email to
HMSAdentalPR@usablelife.com

Add additional practice locations for
existing Employer Taxpayer
identification number (TIN) on file.

Submit an Abbreviated Application. Forms are
located on our website at hmsadental.com.

Terminate HMSA Contract

Contact your Dental Network Manager.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for each
subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is required to

determine the specific level of benefit coverage.
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Provider Data Accuracy and Validation

HMSA makes every effort to maintain the accuracy of the provider information used to promote
the online directory. We are required by law to keep our provider directories current and up to
date. Having accurate information helps our members locate participating providers, and it
ensures fast and accurate claim processing. To help in this effort, we occasionally reach out to
providers to verify that the information we have regarding provider name, zip code/distance, or
county to validate provider name, practice address, phone number, office hours, and accepting
patient status is accurate.

You may be contacted by phone, email, or in person for the following:
e Provider data audit
e Online Provider Directory verification
e Quarterly Website Verification

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Section 4: Your Relationship with HMSA

Dentist’s Responsibilities

As a Participating Medicare Advantage Dentist, you are solely responsible for making treatment
recommendations and decisions for your patients. You are also responsible for ensuring that all
clean claims you submit are accurate, complete and in adherence to recognized standards of
coding. A Participating dentist cannot bill patients for charges HMSA considers “unbundled”
services that should be billed as one procedure, so there is no “cost shifting” to members. A
Participating Medicare Advantage Dentist must meet the General Conditions, Standards,
Requirements and Contractual Conditions detailed in section six (6) of this manual.

As a Participating Medicare Advantage Dentist, you also agree to the following:

Uphold your Participation Agreement for Medicare Advantage Plans and standard dentist
requirements, the Medicare Advantage rules, regulations and this manual.

Provide a written explanation of cost to member prior to services being rendered, outlining
any amount expected to be covered by the plan or any amount that is, copay, coinsurance,
or non-covered amount.

Collect prepayment for any portion of a covered service.

Provide estimates and collection based on the allowed amount set forth in the Medicare
Advantage Fee Schedule. (Non-covered services or services that exceed the maximum
allowed plan dollar limit are eligible for balance billing).

Respond to request to validate provider information which may include completing an
Abbreviated Application.

File claims within the plan’s timely filing limit of twelve (12) months from the date-of-service,
including any required documentation needed, including but not limited to:

o Preoperative radiographic images that are current and dated

Labeled — left or right side — if duplicates
Mounted, if they are a full series
Of diagnostic quality
Labeled with the patient’'s name and ID number
o Labeled with the dentist’'s name and address
Provide services that meet criteria for medically necessary and care must be:

o Rendered consistent with the prevention and treatment of oral disease or with the
diagnosis and treatment of teeth that are decayed or fractured, or where the
supporting structure is weakened by disease (including periodontal, endodontic,
and related diseases).

o Furnished in accordance with standards of good dental practice.

o Provided in the most appropriate site and at the most appropriate level of services
based upon the member’s condition.

o Not provided solely to improve a member’s condition beyond normal variation in
individual development and aging, including improving physical appearance that is

@)
@)
@)
©)

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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within normal individual variation.
o As beneficial as any established alternative.
o Not rendered solely for Dentist’s, Member’s, or a Third-party’s convenience.

e Comply with all state and federal laws and regulations.

e Immediately notify HMSA if provider has opted out of Medicare or is placed on the OIG
list, the GSA list, and/or the CMS Medicare Preclusion list.

e Submit complete and accurate information as requested for audits, re-credentialing, and
provider data validation to ensure provider meets the Medicare Advantage Program
requirements.

e If accepting new patients, you must accept all new Medicare Advantage patients and make
appointments available regardless of payer source.

e Do not accept payment for services not eligible for reimbursement including:

o Services rendered when provider status is excluded.

o Administrative or management services not directly established for patient care or
are otherwise payable by a Medicare Advantage plan.

o Services paid by Medicare Advantage plan.

HMSA'’s Responsibilities

HMSA reserves the authority to make eligibility and coverage determinations and to make claims-
processing decisions that may include re-bundling or down-coding. HMSA will exercise best
efforts to adjudicate and pay each Clean Claim for Dental Benefits directly to the Dentist within
thirty (30) days of receipt or in accordance with applicable federal or state prompt payment laws.
HMSA will market and promote its Dental Programs, and provide a list of Participating Dentists to
Members, employer groups and other Participating Dentists, in conformity with HMSA’s marketing
program. HMSA will also provide other programs that support, service and educate the Dentists
and office staff in conformity with HMSA’s programs then in effect.

Relationship between HMSA and LSV

Life and Specialty Ventures (LSV), LLC is a Delaware limited Liability Company. LSV is acting as
a support company providing administrative services to independent licensees of the Blue Cross
and Blue Shield Association (BCBSA), including HMSA. LSV is not licensed by BCBSA and is
not a joint venture, agent, or representative of BCBSA. LSV is solely responsible for the provision
of administrative support services in accordance with the terms of the Agreement.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Section 5: Working with HMSA

What We Offer You

At HMSA, we are committed to helping you provide the best care to your Medicare Advantage
patients, our Members. We have established a reputation based upon trust and excellent
customer service, the same qualities you deliver to your patients. We offer:

Fast, reliable, and accurate electronic claims processing, with payments issued directly to
the Participating Dentist

Dedicated Dental Network Managers

Website access to self-service tools and collateral materials

Competitive reimbursement rates driven by the market

The HMSA Dental Medicare Advantage network:

Gives you access to insured members statewide.

A listing in our online Provider Directory, which members can use to search for you by
location or specialty. You may access the directory at hmsadental.com/find-a-dentist to
view your listing

We are now using website, hmsadental.com/providers for all communication with our
participating dental providers. Fee schedules, updates, and announcements are now
available to you at your convenience 24/7 by selecting “plans” listed under HMSA Akamai
Advantage Dental.

Provider Rights

As a Participating Provider you have the right to:

Recommend treatment that may be non-covered services or non-covered under the
Medicare Advantage plan.

o You must provide a written explanation of cost to the member prior to services being
rendered, outlining any amount expected to be covered by the plan or any amount
that is, copay, coinsurance, or non-covered amount.

Provide factual information to a member when a complaint has been filed against you
by the member.

Receive information from HMSA on Grievances and Appeals.

File an appeal about an action or decision made by HMSA.

Be notified of any decision to deny services.

Exercise these rights without adversely affecting how HMSA treats you.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Section 6: Conditions of Participation in Our Network

Participation in the HMSA Medicare Advantage network is contingent with your participation in
the HMSA PPO network. Each dentist must meet the General Conditions, Standards, and
Requirements and Contractual Conditions described below.

General Conditions o Dentist must complete a Provider Application with associated attachments

e SubmitaW-9 or a tax coupon or letter from the Department of Treasury
(IRS) CP 575C.

e Submita Type 1 NPl number.

Standards and ¢ Dentist must be a licensed in Hawaii. If Dentist practices in a state other

Requirements than Hawaii, Dentist must comply with the license requirements of the
state where Dentist is located and where services are rendered to
members.

¢ Dentist warrants that Dentist, and all health care practitioners, including
employees, contractors, and agents of Dentist, who render Covered
Services to MA Members and QHP Members, shall be at all times during
the term hereof, properly licensed by the state in which such services are
rendered, certified, qualified and in good standing in accordance with all
applicable local, state, and federal laws. Dentist, Dentist’s sites, and all
providers rendering services hereunder shall meet applicable requirements
and be properly certified under the Medicare programs, as set forth in Title
XVIII of the Social Security Act. Upon request, Dentist shall provide
satisfactory documentary evidence of such licensure, certification, and
qualifications of Dentist, Dentist’s sites, and other health care providers
rendering services at Dentist’s sites. Either the MA Plan will review the
credentials of Dentist and other medical professionals affiliated with Dentist
or the MA Plan will review and approve the credentialing process and will
audit the credentialing process on an ongoing basis.

e Dentist must maintain individual liability insurance in the amounts of
$1,000,000 per occurrence and $3,000,000 in aggregate to insure you
against any claim for damages arising by reason of personal injury or
death caused directly or indirectly by Dentist.

e Dentist must maintain appointment hours which are sufficient and
convenient to service members; and at all times, at your expense,
provide or arrange for twenty-four (24) hour-a-day emergency on-call
service.

e Dentist must maintain all appropriate records concerning the provision of
and payment for Covered Services rendered to Members. Such records
are to be maintained in accordance with customary industry record-keeping
standards.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Standards and
Requirements

Dentist must maintain dental, financial, and administrative records concerning
the provision of services to Members for at least ten (10) years from the date
those services are rendered.

Dentist must provide a written explanation of cost to member prior to services
being rendered, outlining any amount expected to be covered by the plan or
any amount that is, copay, coinsurance, or non-covered amount.

Dentist must agree that HMSA or its authorized designees, regulators, or
accreditation agencies have the right to inspect and make copies of records
directly related to the provision of services to Members, given reasonable
notice, during the Dentist’s regular business hours. Neither HMSA nor its
designees shall be required to pay for copies of records necessary to
complete or evaluate claim or encounter data. You agree to obtain any
releases required by Applicable Laws to provide access to Member’s records.

Dentist must comply with the Required Terms of the Amendment to the HMSA
Participating Provider Agreement which apply to services rendered to MA
Members and QHP Members and will, to the extent inconsistent with any
other terms of the Agreement, supersede such inconsistent terms solely as
they relate to services rendered to MA Members and QHP Members.

If a party received Confidential Information from another party, the receiving
party would not disclose the Confidential Information to third parties, in whole
or in part, except with prior written consent of the disclosing party, as required
by Applicable Laws or as permitted by the HMSA Participating Provider
Agreement. The receiving party and its representatives shall utilize
confidential information disclosed pursuant to the Agreement as is reasonably
necessary to accomplish the objectives of the Agreement and in accordance
with Applicable Laws, including the Health Insurance Portability and
Accountability Act of 1996 (HIPPA) and its implementing regulations and the
Heath Information Technology for Economic and Clinical Health Act and its
implementing regulation. The receiving party and its representative shall not
utilize Confidential Information for any other purpose including, without
limitation, using that confidential Information for its own benefit or for the
benefit of third parties, except with the prior written consent of the disclosing
party. The Dentist acknowledges and agrees that HMSA may disclose
Confidential Information received from or on behalf of the Dentist, including
fee, claims and encounter information, to affiliates, reciprocity plans,
regulators, accreditation agencies, Administrators, and auditors after informing
those third parties of the confidential nature of the disclosed information.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Contractual
Conditions

Dentist shall notify HMSA of Dentist intent to terminate, or alter Dentist
participation in writing, no less than ninety (90) days prior to your requested
date of change or termination. Furthermore, any individual provider wishing to
join an existing group practice shall notify HMSA.

To the extent that services that otherwise meet the requirement of the HMSA
Participating Provider Agreement are rendered by a dentist not located in
Hawaii, the statutory and regulatory requirements of that state that are
equivalent to these Contractual Conditions shall be complied with to the
satisfaction of HMSA.

Dentist shall comply and shall contractually obligate its Downstream Entities
to comply with all applicable laws and regulations including, but not limited to,
the provisions of 45 C.F.R. Parts 155 and 156 and MA Plan’s relevant written
policies and procedures, including policies and procedures for the control of
fraud, waste, and abuse in the MA Programs. Dentist shall comply with the
provisions of Title VI of the Civil Rights Act of 1964, the Age Discrimination
Act of 1975, the Rehabilitation Act of 1973, the Americans with Disabilities
Act, and all other applicable laws and regulations pertaining to recipients of
federal funds.

Dentist shall perform Covered Services and shall ensure that Downstream
Entities perform Covered Services in a manner that complies and is
consistent with HMISA’s obligations to MA Plan and MA Plan’s obligations to
CMS set forth in the MA Contract. Additionally, you shall perform Covered
Services and shall ensure that Downstream Entities perform Covered
Services in a manner that complies and is consistent with HMSA'’s obligations
to CMS set forth in the QHP Issuer Agreement. Dentist agrees that in no
event, including, but not limited to non-payment by HMSA, insolvency of
HMSA, or breach of the Agreement or this Amendment, shall Dentist bill,
charge, collect a deposit from, impose surcharges or have any recourse
against an MA Member or a person acting on behalf of an MA Member for
Covered Services provided pursuant to this Amendment. This Amendment
does not prohibit collection of MA Member Cost Sharing, or fees for non-
covered services as long as MA Member has been informed in advance that
services are not covered, and that MA Member is financially responsible for
any non-covered services. Dentist further agrees that this provision will
survive termination of the Agreement and this Amendment. Payments to
Dentists may be, in whole or in part, from federal funds and Dentist is subject
to all laws applicable to individuals or entities receiving federal funds.

Dentist acknowledges that HMSA and MA Plan are required under applicable
federal law and regulations to submit to CMS certain information regarding
the benefits provided by MA Plan and quality and performance indicators.
Dentist acknowledges that HMSA and MA Plan may be required under such

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Contractual
Conditions

laws and regulations to disclose certain information to MA Members and
QHP Members in such form and manner requested by CMS.

Dentist shall maintain all records and reports reasonably requested by
HMSA and shall provide such records and reports to HMSA to enable
HMSA and MA Plan to meet their obligations to submit such information to
CMS and to disclose certain information to MA Members and QHP
Members as required by applicable law and regulations.

If Dentist contracts with a Downstream Entity to fulfill Dentist’s obligations
hereunder, Dentist shall require the Downstream Entity by written
agreement, and shall require such Downstream Entities to include in their
contracts with other Downstream entities, to comply with all provisions of
these Required Terms and which expressly requires each Downstream
Entity to: comply with all applicable laws and regulations, including but not
limited to the provisions of 45 C.F.R. Parts 155 and 156 and 42 C.F.R. Part
422, to the extent relevant, in performing or assisting in the performance of
services; and grant access to its books, contracts, computers, or other
electronic systems relating to such Downstream Entity’s compliance with
applicable provisions under 45

C.F.R. Parts 155 and 156 and 42 C.F.R. Part 422 to HMSA, MA Plan, and
HHS and the Comptroller General (or their designees) for the duration of the
period in which the Agreement is effective, and for a minimum of ten (10)
years from the date the Agreement terminates or the date of completion of an
audit by CMS, whichever is later. HMSA retains the right to approve,
suspend, or terminate any arrangement between Dentist and a selected
Downstream Entity with respect to services provided under these Required
Terms.

Excluded Persons. Dentist represents and certifies that neither it, nor its
Affiliated Parties or Downstream Entities have been suspended or excluded
from participation in the Medicare program or any other federal health care
program (as defined in 42 U.S.C. § 1320a-7b(f)). Dentist shall check
appropriate databases regularly, but no less than monthly and upon hiring
and subcontracting, to determine whether any Affiliated Party or Downstream
Entity has been suspended or excluded from participation in the Medicare
program or any other federal health care program. Databases include the
U.S. Department of Health and Human Services (“HHS”) Office of Inspector
General List of Excluded Individuals/Entities (http://exclusions.oig.hhs.gov)
and the General Services Administration’s System for Award Management
(http://www.sam.gov/portal). Dentist shall notify HMSA immediately in writing
if Dentist, an Affiliated Party, or any Downstream Entity is suspended or

excluded from the Medicare program, or any other federal program monitored

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Contractual

Conditions

as described in this Section. Dentist shall prohibit any Affiliated Party or
Downstream Entity that appears on any of the above-listed databases or who
has opted out of Medicare from doing any work directly or indirectly related to
the delivery or administration of Covered Services to MA Members.

HMSA reserves the right to require Dentist to demonstrate compliance with
this provision upon reasonable request.

Dentist shall cooperate with HMSA'’s or MA Plan’s compliance program,
including, but not limited to inquiries, preliminary and subsequent
investigations, and implementation of corrective action. Dentist shall
cooperate with CMS’s compliance activities, including investigations, audits,
inquiries by CMS or its designees, and implementation of any corrective
action. Upon completion of any audit that Dentist performs pursuant to the
Agreement or this Amendment, Dentist shall provide HMSA a copy of audit
results and shall make all audit materials available to HMSA upon request.

HMSA will monitor the performance of Dentist on an ongoing basis. HMSA'’s
monitoring activities include assessing Dentist and Downstream Entities’
compliance with applicable MA Program and QHP provisions, including the
Required Terms.

HMSA shall immediately cease making all payments to Dentist for Covered
Services provided to MA Members and QHP Members by excluded persons
as described in Section 8 as of the date Dentist, or any Affiliated Party
employed by Dentist, has been excluded from participation under Medicare
as determined by CMS.

Notwithstanding any termination provision in the Agreement, in the event
Dentist materially breaches this Amendment, HMSA may terminate this
Amendment and the Agreement immediately. For purposes of these
Required Terms, a material breach will have occurred upon the following
events including but not limited to (a) a material violation of HMISA’s or MA
Plan’s policies and procedures, or (b) a determination by CMS that Dentist
has not satisfactorily performed its obligations under the Agreement or this
Amendment.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Section 7: Confidentiality of Patient Information

The Privacy Rule enacted as part of the Health Insurance Portability and Accountability Act of
1996 (HIPAA) has strengthened the protections already in place at HMSA to safeguard our
members’ protected health information (PHI). Since the Privacy Rule applies to payors and
providers, HMSA shares with you the responsibility of protecting privacy.

The HIPAA Privacy Rule allows HMSA to share PHI with other parties without member’'s
authorization under certain circumstances, including when we have a business relationship with
the third party and to the extent, we need to share the information to support treatment, payment,
or healthcare operations, as defined by the Privacy Rule.

If you have questions about the Privacy Rule, seek advice from your attorney or business
counselor. We are sensitive to concerns about confidentiality and will take every precaution to
protect the privacy of your patients’ dental records, including validating your provider information
when you call us.

As your Agreement with HMSA/LSV states, we may require access to or copies of members’
dental records. Our members’ subscriber certificates and benefit descriptions advise members of
our right to assess and handle their records to support treatment, payment, and healthcare
operations.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
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Section 8: Medicare Advantage Program and QHP Requirements

a. Maintenance and Provision of Certain Information. Provider acknowledges that HMSA
and MA Plan are required under applicable federal law and regulations to submit to CMS
certain information regarding the benefits provided by MA Plan and quality and
performance indicators. Provider acknowledges that HMSA and MA Plan may be required
under such laws and regulations to disclose certain information to MA Members and QHP
Members in such form a manner requested by CMS. Provider shall maintain all records
and reports reasonably requested by HMSA and shall provide such records and reports
to HMSA to enable HMSA and MA Plan to meet their obligations to submit such
information to CMS and to disclose certain information to MA Members and QHP Members
as required by applicable law and regulations.

b. Offshore Operations. Provider shall not disclose any of MA Members’ or QHP Members’
health or enrollment information, including any dental records or other protected health
information (as defined in 45 C.F.R. § 160.103) or allow the creation, receipt, or use of
any of MA Plan’s or HMSA'’s protected health information by any Downstream Entity for
any function, activity, or purpose to be performed outside of the United States, without HMSA’s
prior written approval.

c. Cease Payment Upon Exclusion. HMSA shall immediately cease making all payments
to Provider for Covered Services provided to MA Members and QHP Members by
excluded persons as described in Section 8 as of the date Provider, or any Affiliated Party
employed by Provider has been excluded from participation under Medicare.

d. Contracts with Downstream Entities. If Provider contracts with a Downstream Entity to fulfill
Provider’s obligations hereunder, Provider shall require the Downstream Entity by written
agreement, and shall require such Downstream Entities to include in their contracts with
other Downstream entities, to comply with all provisions of these Required Terms and which
expressly requires each Downstream Entity to: (a) comply with all applicable laws and
regulations, including but not limited to the provisions of 45 C.F.R. Parts 155 and 156 and
42 C.F.R. Part 422, to the extent relevant, in performing or assisting in the performance
of services; and (b) grant access to its books, contracts, computers, or other electronic
systems relating to such Downstream Entity’s compliance with applicable provisions under
45 C.F.R. Parts 155 and 156 and 42 C.F.R. Part 422 to HMSA, MA Plan, and HHS and the
Comptroller General (or their designees) for the duration of the period in which the
Agreement is effective, and for a minimum of ten (10) years from the date the Agreement
terminates or the date of completion of an audit by CMS, whichever is later. HMSA retains
the right to approve, suspend, or terminate any arrangement between Provider and a selected
Downstream Entity with respect to services provided under these Required Terms.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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e. Excluded Persons. Provider represents and certifies that neither it, nor its Affiliated

parties or Downstream Entities have been suspended or excluded from participation in
the Medicare program or any other federal health care program (as defined in 42 U.S.C.
§ 1320a-7b(f). Providers shall check appropriate databases regularly, but no less than monthly
and upon hiring and subcontracting, to determine whether any Affiliated Party or Downstream
Entity has been suspended or excluded from participation in the Medicare program or any
other federal health care program. Databases include the U.S. Department of Health and
Human Services (“HHS”) Office of Inspector General List of Excluded Individuals/Entities
(http://exclusions.oig.hhs.gov) and the General Services Administration’s System for Award
Management (http://www.sam.gov/portal). Provider shall notify HMSA immediately in writing
if Provider, an Affiliated Party, or any Downstream Entity is suspended or excluded from the
Medicare program, or any other federal program monitored as described in this Section.
Provider shall prohibit any Affiliated Party or Downstream Entity that appears on any of
the above-listed databases or who has opted out of Medicare from doing any work directly or
indirectly related to the delivery or administration of Covered Services to MA Members.
HMSA reserves the right to require Provider to demonstrate compliance with this provision
upon reasonable request.

Fraud, Waste and Abuse Prevention. Policies and Procedures. Provider shall adopt and
follow, and Provider shall require its Downstream Entities to adopt and follow policies and
procedures that reflect a commitment to detecting, preventing, and correcting fraud, waste,
and abuse in the administration of the MA Program and QHPs. Provider shall implement
Section 14.6(a) within a reasonable time period, but not later than 12 months. HMSA reserves
the right to require Provider to demonstrate compliance with this provision upon reasonable
request. Such policies and procedures should include but are not limited to policies and
procedures regarding:

i. Provider’s code of conduct.

ii. Ensuring that Provider's managers, officers, and directors who are responsible for the
administration or delivery of MA Program and QHP benefits are free of conflicts of interest
in the delivery and administration of such benefits.

iii. Delivery of annual general and specialized Medicare compliance training for all persons
involved in the administration or delivery of MA Program benefits.

e General compliance training shall include subjects such as Provider's compliance
responsibilities, code of conduct, applicable compliance policies and procedures,
disciplinary and legal penalties for non-compliance, and procedures for addressing
compliance questions and issues.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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e Specialized compliance training shall include prevention of fraud, waste, and abuse
(“FWA”), FWA laws and regulations, recognizing and reporting FWA, consequences
and penalties of FWA, available FWA resources, and areas requiring specialized
knowledge of applicable MA Program procedures and requirements in order for
Provider to perform or provide services under the Agreement.

iv. Prompt reporting of compliance concerns and suspected or actual misconduct in the
administration or delivery of MA Program and QHP benefits to HMSA, including non-
retaliation against any Affiliated Party or Downstream Entity for reporting in good faith
compliance concerns and suspected or actual misconduct. Provider acknowledges that
violation of such non-retaliation policy constitutes a material breach of this Agreement.

v. Monitoring and auditing of Provider’s performance of its obligations under these Required
terms.

e Cooperation with Compliance Activities. Provider shall cooperate with HMSA'’s or MA
Plan’s compliance program, including, but not limited to inquiries, preliminary and
subsequent investigations, and implementation of corrective action. Provider shall
cooperate with CMS’s compliance activities, including investigations, audits, inquiries
by CMS or its designees, and implementation of any corrective action. Upon
completion of any audit that Provider performs pursuant to the Agreement, Provider
shall provide HMSA a copy of audit results and shall make all audit materials available
to HMSA upon request.

e Fraud and Abuse Statutes. Provider shall comply with federal statutes and regulations
designed to prevent FWA, including without limitation applicable provisions of federal
criminal law, the False Claims Act (31 U.S.C. § 3729 et seq.), the Anti-Kickback
statute (42 U.S.C. § 1320a-7b(b)), and the Anti-Influencing statute (42 U.S.C. S
1320a-7a(a)(5))

Access to Care

Provider is to make accessibility, within the usual and customary range of Provider’s facilities
and personnel, to provide dental and any related health care services to Medicare Advantage
Members on at least an equal basis and of at least the same high quality as that provided to all
other patients of Provider.

Provider agrees to provide Covered Services to Medicare Advantage Members in accordance
with the professional standards of care with which services are provided to all patients of
Provider, but, in any event, not less than the standard of care recognized and prevailing for the
same or similar services in the Provider’s applicable practice area or specialty.

Provider hereby warrants and represents to HMSA that Provider shall not provide or attempt to
provide any dental or health care services for which Provider is not qualified, licensed, and
accredited or for which Provider has not been credentialed in accordance with HMSA'’s
credentialing policies and procedures.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Provider further agrees not to bill or allow any person or entity to bill any Payor for services of
any assistant or persons working for or under the direct or indirect supervision of Provider unless
such individuals (a) are properly licensed to perform the services; and (b) meet the definition of
a “Provider” in the Member’s applicable Health Plan so as to be eligible for reimbursement under
the Health Plan; and (c) perform all services in accordance with applicable law and regulations.
Provider agrees that in providing services to Medicare Advantage members, Provider shall not
discriminate on the basis of race, color, national origin, ancestry, sex, age, religion, marital status,
sexual orientation, disability, health status or source of payment.

Marketing Medicare Advantage

As a participating Medicare Advantage provider, you are prohibited from engaging in marketing
of Medicare Advantage Plans except as set forth:

e You are not permitted to offer inducements to persuade a patient to enroll in a particular
Medicare Advantage Plan, to distribute marketing materials or applications in areas where
dental care is being given, or to offer anything of value to induce Medicare Advantage
members to pick you as their dental provider.

e You are permitted to make available Medicare Advantage Plan marketing materials and
enrollment forms developed by us or the Medicare Advantage Organization outside of the
areas where dental care is delivered.

Medicare Opt Out

Effective JAN 1, 2022, the Medicare opt out status no longer applies to supplemental dental
services covered by dental insurance companies through Medicare Advantage plans.

Medicare Advantage patients will now be able to receive reimbursement from Medicare
Advantage plans for eligible services even if a provider has opted out of Medicare.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Section 9: Medicare Advantage (MA) Network

Select HMSA Akamai Advantage medical plans include limited dental benefits.

If you are a participating dentist in HMSA’s MA network, you are considered in-network for
members of the HMSA Akamai Advantage Plans. You will be reimbursed at your current HMSA
contracted MA fee schedule.

Providers who participate in HMSA'’s Dental MA network will have access to members with a
Medicare Advantage plan. This plan covers a limited number of services, but those procedures
that are covered have a $0 member copayment in-network, with the balance of the allowable
charge payable by HMSA. Any service not covered by the members’ plan may be billed at your
usual and customary charge. This does not include procedures that would otherwise be covered
but are denied due to frequency limitations having been met. For services not covered by the
plan, please notify the members before services are rendered.

Please be sure to verify eligibility and benefits for all members before rendering services.

The following diagrams list the plan’s id’s covered procedures, copayments, and limitations for the
various Medicare Advantage plans. Below are samples of ID Cards.

hmsa.com/advantage
hm.sa € Standard (PPO) | mmmmmm—e (808) 948-6000
- 1 (800) 660-4672
5 NOT o8 Madcare. Clyrrs %or covered oF
Subscrber Name Gow M12440 MedicareR, | s mitiomnih s gL,

KIMO M ALOHA i 86 cart 1 (800) 810-BLUE

iy Hap Desk

H3832 007

Subscribar 1D Preniy Core Provide il 1(866] 6934620
XLLA000012345678 DR MOKI HANA ?"‘ ) Dental Holp Desh

PLAN (808400 MEDICAL 708 DEnNTAL NO7 EAE '_. - 1(800) 7924672

AXBIN 004336 PART I 726 y ] OMA S oy - b an Blue Cross Blue Shield of Hawai'i
RXPCH MEDDADV MPCARE SO1 - sorvice » §18 Keeaurnoky St

AXGRP RX3982 D) Pt Pros - 7
HXID  ADD0012345678 . Me 1(4 2 ) th
HMSA &5 % IPPO Phoenix, AZ 85072-206 8 p.r

To check eligibility and benefits, Providers may go online to mydentalcoverage.com or contact
Dental Customer Service from Oahu at 808-948-6440 or from Neighboring islands Toll Free at
1-800-792-4672.

Dental Claims should be submitted electronically using Payor ID HMSA1 or mailed to the following
address:

HMSA Dental Claims
P.O. Box 69436
Harrisburg, PA 17106-9436

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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Covered services embedded in member’'s HMSA Akamai Advantage Dental Plans.

Product "‘kama"“d(‘;,apnéag;@m[’“a' Care Standard PPO Complete PPO Standard Plus PPO Complete Plus PPO
CMS Plan ID H8481-001 H3832-007 H3832-009 H3832-008 H3832-010
Service Areas Statewide Neighbor Islands Oahu Meighbor Islands Oahu
2025 PMPM $15.50 $10.60 $10.60 $14.15 $14.15
2026 PMPM $26.71 $13.74 $13.74 $14.54 §14.54
Plan Coverage N11/MA 31D NO7 | MA 37 NO9 | MA 37 NO8 | MA 34 N10/MA 34
Member Cost {INN / OON) S0 INM /7 30% OON $0 INM 7/ 40% OON
Deductible 50
CYM [ Allowance None
DVH Flex Nong
Network HMSA Medicare Advantage
Preventive N11/MA 31D NO7 | MA 37 NO9 | MA 37 NO8 | MA 34 N10/MA 34
Oral Exams (16b1) 2 per calendar yr
Other Diagnostic Dental Services {16b3) | —
Dental X-Rays(16b2)

. . 1 set per calendar year

Bitewings (except when performed within 12 months of a full mouth series or panoramic x-ray)
Full Mouth 1 set per 5 calendar years

Prophylaxis (Cl ing){16b4) 2 per calendar year
Fluoride Treatment{16b5) 2 per calendar year
Other Preventative Dental Services (16b6)

Silver Diamine Fluoride 2 per calendar year
Comprehensive N11/MA 31D NO7 | MA 37 NOS | MA 37 NO8 | MA 34 N10 [ MA 34

Restorative Services{16c1)

Fillings 2 per calendar year
Crowns 1 per calendar year - TR TG R
P ¥ (following a root canal procedure on the same tooth)
Endodontics{16c2)
Root Canals [ 1 per calendar year [ = [ 1 per calendar year
Periodontics(16c3)
Deep C g/ Root Planing 1 per quadrant every 24 months | -

Therapeutic Cleaning - Gum Inflammation

2 per calendar year

Full Mouth Debridement

1 every 3 calendar years

Prosthodontics, removeable (16c4)

Dentures - Complete or partial - Upper Arch

1 per 5 calendar years

Dentures - Compilete or partial - Lower Arch

1 per 5 calendar years

Immediate Dentures - Upper Arch

1 per lifetime

Immediate Dentures - Lower Arch

1 per lifetime

Denture Adjustments + Repairs - Upper Arch

2 per calendar year

Denture Adjustments + Repairs - Lower Arch

2 per calendar year

Denture Rebase + Reline - Upper Arch

1 per calendar year

Denture Rebase + Reline - Lower Arch

1 per calendar year

Maxillofacial Prosthetics {16c5)

Implant Services {16c6)

Prosthodontics, fixed (16c7T)

Oral and Maxillofacial Surgery (16c8)

Extractions (simple & surgical)

4 per calendar year

Removal of Impacted Tooth

1 per tooth per lifetime

Orthodontics {16c9)

Adjunctive General Services (16c10)

ESRD, COPD, Met3

Qualifying diagnoses: Diabetes, CAD, Stroke, Sjdgren's Syndrome, Pregnancy, Oral and Head & Meck Cancers,

Oral Health for Total Health*™ - Enhanced Dental Benefits for Members Diagnosed with a Chronic Medical Diagnosis

Provides 2 additional dental cleanings per year and 1 full mouth debridement every 2 years. For
plans that do not cover these services as a standard benefit, member will have access to the
benefits once enrolled in program. Program remaoves any associated member cost share and
benefits are paid at 100% when seeing a participating provider.

Qualifying diagnoses: Diabetes, CAD, Stroke, Pregnancy, ESRD, COPD, MetS

Provides 1 deep cleaning per quadrant every 2 years even if plan does not provide as standard
benefit Program removes any associated member cost share and benefits are paid at 100% when
seeing a paricipating provider

Qualifying diagnoses: Oral and Head & Neck Cancers, Sjagren’s Syndrome

Provides 2 additional oral examinations and 2 additional fluoride treatments per year. For plans
that do not cover these senices as a standard benefit, member will have access to the benefits once
enrolled in program. Program removes any associated member cost share and benefits are paid at
100% when seeing 3 participating provider

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
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each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Standard | Standard D-SNP
c (NOT) Plus (N08) (N11)
PROCEDURE omplete | Complete
Cobe | CLASS | DR b nTion FREQUENCY/LIMITATION |  (N09) | Plus (N10)
PAR/ PAR/ PAR/
NONPAR | NONPAR NONPAR
0120 DIAG | Periodic oral evaluation — 2 per calendar year 100%/60% [100%/60% [(100%/70%
established patient (combined frequency
with 0140 and 0150)
0140 DIAG | Limited oral evaluation — 1 per calendar year 100%/60% [100%/60% [100%/70%
problem focused (combined frequency with
0120 and 0150)
0150 DIAG | Comprehensive oral evaluation 1 per lifetime 100%/60% [100%/60% [100%/70%
— new or established patient (combined frequency with
0120 and 0140)
0270 DIAG | Bitewing — single radiographic | 1 set per calendar year [100%/60% [100%/60% |100%/70%
image (any of these codes 0270,
0272 DIAG | Bitewings — two radiographic 0272, 0273, 0274, 0277
images constitute a set, except
0273 DIAG | Bitewings — three radiographic | when done within 12
images months of 0210 or 0330)
0274 DIAG | Bitewings — four radiographic
images NOTE: Bitewings done
0277 | DIAG | Vertical bitewings — 7-8 within 12 months of an
radiographic images FMX or Pano will not be
covered.
0210 DIAG | Intraoral — complete series of | 1 set per five years (any [100%/60% [100%/60% [100%/70%
radiographic images of these codes 0210 or
0330 DIAG | Panoramic radiographic image| 0330 constitute a set)
1110 PREV | Prophylaxis - adult 2 per calendar year 100%/60% [100%/60% |100%/70%
(Combined with D4346 -
Max of 2 cleanings total)
1206 PREV | Topical application of fluoride | 2 per calendar year (No [100%/60% [100%/60% [100%/70%
varnish age limit)
1208 PREV | Topical application of fluoride —
excluding varnish
1354 PREV | Application of caries arresting 2 treatments of caries  [100%/60% [100%/60% {100%/70%
medicament — per tooth arresting medicament per
tooth, per calendar year
2140 BASIC | Amalgam — 1 surface, primary
or permanent
2150 BASIC | Amalgam — 2 surfaces,
primary or permanent Two (2) restorations per
2160 | BASIC | Amalgam — 3 surfaces, calendar year
primary or permanent (Combined with D2140,
2161 BASIC | Amalgam — 4 surfaces, D2150, D2160, D2161, [100%/60% [100%/60% [100%/70%
primary or permanent D2330, D2331, D2332,
2330 BASIC | Resin-based composite — 1 D2335, D2391, D2392,
surface, anterior D2393, D2394)
2331 BASIC | Resin-based composite — 2
surfaces, anterior
2332 BASIC | Resin-based composite — 3

surfaces, anterior

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.




Standard | Standard D-SNP
(NO7) Plus (N08) (N11)
PROC Complete | Complete
cope | CLASS PROCEDURE DESCRIPTION FREQUENCY/LIMITATION (N09) Plus (N10)
PAR/ PAR / PAR/
NONPAR | NONPAR | NONPAR
2335 BASIC | Resin-based composite — 4 or
more surfaces, or involving
incisal angle (anterior) Two (2) restorations per|
2391 BASIC | Resin based composite — 1 calendar year 100%/60% [100%/60% |100%/70%
surface, posterior (Combined with D2140,
2392 BASIC | Resin based composite — 2 D2150, D2160, D2161,
surfaces, posterior D2330, D2331, D2332,
2393 BASIC | Resin based composite — 3 D2335, D2391, D2392,
surfaces, posterior D2393, D2394)
2394 BASIC | Resin based composite — 4 or
more surfaces, posterior
2740 MAJOR | Crown — porcelain/ceramic One (1) crown per Not 100%/60% [100%/70%
2750 MAJOR | Crown — porcelain fused to high _|calendar year following| Covered
noble metal root canal procedure on
2751 MAJOR | Crown — porcelain fused to the same tooth
predominantly base metal Combined with D2740
MAJOR - i )
2752 JO gr;\;vln porcelain fused to noble D2750. D2751, D2752.
2790 MAJOR | Crown — full cast high noble D2790, D2791, D2792.
metal
2791 MAJOR | Crown — full cast predominantly Replacement crowns
base metal once every 5 yrs with
2792 MAJOR | Crown — full cast noble metal history of root canal
3310 BASIC | Endodontic Therapy, anterior One (1) root canal Not 100%/60% [100%/70%
tooth treatment per calendar| Covered
3320 BASIC | Endodontic Therapy, premolar year.
tooth Combined with D3310,
3330 BASIC | Endodontic Therapy — molar D3320, D3330.
tooth
4341 BASIC | Periodontal scaling and root Not Not 100%/70%
planing — four or more teeth per Covered Covered
quadrant One (1) per quat_:l every
4342 | BASIC | Periodontal scaling and root 2 monine (either N5t Not 100%/70%
) or D4342)
planing — one to three teeth per Covered Covered
quadrant
4346 PREV | Scaling in the presence of 2 per calendar year [100%/60% [100%/60% [100%/70%
generalized moderate or severe |Combined with D1110 -
gingival inflammation Max of 2 cleanings total
4355 BASIC | Full mouth debridement to enable Not Not 100%/70%
a comprehensive periodontal Covered | Covered
evaluation and diagnosis on a
subsequent visit 1 every 3 calendar
years

34

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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Standard | Standard D-SNP
(NO7) Plus (N08) (N11)
PROC Complete | Complete
e CLASS | PROCEDURE DESCRIPTION FREQUENCY/LIMITATION (N09) Plus (N10)
PAR/ PAR/ PAR/
NONPAR | NONPAR | NONPAR
4910 BASIC | Periodontal maintenance Not Not 100%/70%
2 per calendar year |Covered  (Covered
5110 MAJOR | Complete denture, maxillary
5120 MAJOR | Complete denture, mandibular
Not Not 100%/70%

5130 MAJOR | Immediate denture - maxillary 1 per 5 calendar years (covered Covered

5140 MAJOR | Immediate denture - mandibular

5211 MAJOR | Maxillary partial denture - resin base | 1 every 5 calendar years [Not Not 100%/70%
(including retentive/ clasping Combined with D5211, |Covered Covered
materials, rests, and teeth) D5213, D5221, D5223,

D5225, D5227, D5282,
D5284, D5286.

5212 MAJOR | Mandibular partial denture - resin 1 every 5 calendar years [Not Not 100%/70%
base (including retentive/ clasping Combined with D5212, |Covered  (Covered
materials, rests, and teeth) D5214, D5222, D5224,

D5226, D5228, D5283,
D5284, D5286.

5213 MAJOR | Maxillary partial denture — cast metal | 1 every 5 calendar years [Not Not 100%/70%
framework with resin denture bases Combined with D5211, |Covered Covered
(including retentive/clasping materials,, D5213, D5221, D5223,
rests and teeth) D5225, D5227, D5282,

D5284, D5286.

5214 MAJOR | Mandibular partial denture - cast 1 every 5 calendar years Not Not 100%/70%
metal framework with resin denture | Combined with D5212, |Covered |Covered
bases (including retentive/clasping D5214, D5222, D5224,
materials, rests and teeth) D5226, D5228, D5283,

D5284, D5286.

5221 MAJOR | Immediate maxillary partial denture — | 1 every 5 calendar years [Not Not 100%/70%
resin base (including Combined with D5211, |Covered  (Covered
retentive/clasping materials, rests and| D5213, D5221, D5223,
teeth) D5225, D5227, D5282,

D5284, D5286.

5222 MAJOR | Immediate mandibular partial denture | 1 every 5 calendar years [Not Not 100%/70%

- resin base (including Combined with D5212, |Covered  Covered

retentive/clasping materials, rests and
teeth)

D5214, D5222, D5224,
D5226, D5228, D5283,
D5284, D5286.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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Standard | Standard D-SNP
(NO07) Plus (N08) (N11)

PROC Complete | Complete

e CLASS | PROCEDURE DESCRIPTION FREQUENCY/LIMITATION (N09) Plus (N10)

PAR/ PAR/ PAR/
NONPAR | NONPAR | NONPAR

5223 MAJOR | Immediate maxillary partial denture — | 1 every 5 calendar years [Not Not 100%/70%
cast metal framework with resin Combined with D5211, |Covered  [Covered
denture bases (including D5213, D5221, D5223,
retentive/clasping materials, rests and| D5225, D5227, D5282,
teeth) D5284, D5286.

5224 MAJOR | Immediate mandibular partial denture | 1 every 5 calendar years [Not Not 100%/70%
— cast metal framework with resin Combined with D5212, |Covered  [Covered
denture bases (including D5214, D5222, D5224,
retentive/clasping materials, rests and| D5226, D5228, D5283,
teeth) D5284, D5286.

5225 MAJOR | Maxillary partial denture - flexible 1 every 5 calendar years [Not Not 100%/70%
base (including retentive/ clasping Combined with D5211, |Covered  Covered
materials, rests, and teeth) D5213, D5221, D5223,

D5225, D5227, D5282,
D5284, D5286.

5226 MAJOR | Mandibular partial denture - flexible | 1 every 5 calendar years [Not Not 100%/70%
base (including retentive/ clasping Combined with D5212, |Covered  Covered
materials, rests, and teeth) D5214, D5222, D5224,

D5226, D5228, D5283,
D5284, D5286.

5227 MAJOR | Immediate maxillary partial denture — | 1 every 5 calendar years [Not Not 100%/70%
flexible base (including any clasps, Combined with D5211, |Covered  Covered
rests and teeth) D5213, D5221, D5223,

D5225, D5227, D5282,
D5284, D5286.

5228 MAJOR | Immediate mandibular partial denture | 1 every 5 calendar years [Not Not 100%/70%
- flexible base (including any clasps, | Combined with D5212, (Covered |Covered
rests and teeth) D5214, D5222, D5224,

D5226, D5228, D5283,
D5284, D5286.

5282 MAJOR | Removable unilateral partial denture — | 1 every 5 calendar years [Not Not 100%/70%
one piece cast metal (including Combined with D5211, |Covered  |Covered
retentive/clasping materials, rests, D5213, D5221, D5223,
and teeth), maxillary D5225, D5227, D5282,

D5284, D5286.

5283 MAJOR | Removable unilateral partial denture —| 1 every 5 calendar years [Not Not 100%/70%
one piece cast metal (including Combined with D5212, |Covered  Covered
retentive/clasping materials, rests, D5214, D5222, D5224,
and teeth), mandibular D5226, D5228, D5283,

D5284, D5286.

5284 MAJOR | Removable unilateral partial denture —| 1 every 5 calendar years [Not Not 100%/70%

one piece flexible base (including Combined with D5211, |Covered  Covered

retentive/ clasping materials, rests,
and teeth) - per quadrant

D5213, D5221, D5223,
D5225, D5227, D5282,
D5212, D5214, D5222,
D5224, D5226, D5228,
D5283, D5284, D5286.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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PROC
CODE

CLASS

PROCEDURE DESCRIPTION

FREQUENCY/LIMITATION

Standard
(NO7)
Complete
(N09)
PAR/
NONPAR

Standard
Plus (N08)
Complete
Plus (N10)
PAR/
NONPAR

D-SNP
(N11)

PAR/
NONPAR

5286

MAJOR

Removable unilateral partial denture —
one piece resin (including
retentive/clasping materials, rests,
and teeth) — per quadrant

1 every 5 calendar years
Combined with D5211,
D5213, D5221, D5223,
D5225, D5227, D5282,
D5212, D5214, D5222,
D5224, D5226, D5228,
D5283, D5284, D5286.

Not
Covered

Not
Covered

100%/70%

5410

MAJOR

Adjust complete denture — maxillary

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5410,
D5421, D5512, D5520,
D5612, D5622, D5630,
D5640, D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5411

MAJOR

Adjust complete denture — mandibular

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5411,
D5422, D5511, D5520,
D5611, D5621, D5630,
D5640, D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5421

MAJOR

Adjust partial denture — maxillary

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5410,
D5421, D5512, D5520,
D5612, D5622, D5630,
D5640, D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5422

MAJOR

Adjust partial denture — mandibular

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5411,
D5422, D5511, D5520,
D5611, D5621, D5630,
D5640, D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5511

MAJOR

Repair broken complete denture base,
mandibular

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5411,
D5422, D5511, D5520,
D5611, D5621, D5630,
D5640, D5650, D5660.

Not
Covered

Not
Covered

100%/70%

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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Standard | Standard D-SNP
(NO07) Plus (N08) (N11)
PROC Complete | Complete
S CLASS PROCEDURE DESCRIPTION FREQUENCY/LIMITATION (N09) Plus (N10)
PAR/ PAR/ PAR/
NONPAR | NONPAR | NONPAR
5512 MAJOR | Repair broken complete denture base,|2 per calendar year with a[Not Not 100%/70%
maxillary max of 5 services per 5 [Covered  |Covered
calendar years
Combined with D5410,
D5421, D5512, D5520,
D5612, D5622, D5630,
D5640, D5650, D5660.
5520 MAJOR | Replace missing or broken teeth — |2 per calendar year with a[Not Not 100%/70%
complete denture - per tooth max of 5 services per 5 [Covered  (Covered
calendar years
Combined with D5410,
D5421, D5512, D5612,
D5622, D5411, D5422,
D5511, D5611, D5621,
D5520, D5630, D5640,
D5650, D5660.
5611 MAJOR | Repair resin partial denture base, 2 per calendar year with a|Not Not 100%/70%
mandibular max of 5 services per 5 |[Covered  (Covered
calendar years
Combined with D5411,
D5422, D5511, D5520,
D5611, D5621, D5630,
D5640, D5650, D5660.
5612 MAJOR | Repair resin partial denture base, 2 per calendar year with a|[Not Not 100%/70%
maxillary max of 5 services per 5 [Covered  |Covered
calendar years
Combined with D5410,
D5421, D5512, D5520,
D5612, D5622, D5630,
D5640, D5650, D5660.
5621 MAJOR | Repair cast partial framework, 2 per calendar year with a|Not Not 100%/70%
mandibular max of 5 services per 5 [Covered  |Covered
calendar years
Combined with D5411,
D5422, D5511, D5520,
D5611, D5621, D5630,
D5640, D5650, D5660.
5622 MAJOR | Repair cast partial framework, 2 per calendar year with a[Not Not 100%/70%
maxillary max of 5 services per 5 [Covered  |Covered

calendar years
Combined with D5410,
D5421, D5512, D5520,
D5612, D5622, D5630,
D5640, D5650, D5660.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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PROC
CODE

CLASS

PROCEDURE DESCRIPTION

FREQUENCY/LIMITATION

Standard
(NO7)
Complete
(N09)
PAR/
NONPAR

Standard
Plus (N08)
Complete
Plus (N10)
PAR/
NONPAR

D-SNP
(N11)

PAR/
NONPAR

5630

MAJOR

Repair or replace broken
retentive/clasping materials — per
tooth

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5410,
D5421, D5512, D5612,
D5622, D5411, D5422,
D5511, D5611, D5621,
D5520, D5630, D5640,
D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5640

MAJOR

Replace missing or broken teeth —
partial denture - per tooth

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5410,
D5421, D5512, D5612,
D5622, D5411, D5422,
D5511, D5611, D5621,
D5520, D5630, D5640,
D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5650

MAJOR

Add tooth to existing partial denture -
per tooth

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5410,
D5421, D5512, D5612,
D5622, D5411, D5422,
D5511, D5611, D5621,
D5520, D5630, D5640,
D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5660

MAJOR

Add clasp to existing partial denture —
per tooth

2 per calendar year with a
max of 5 services per 5
calendar years
Combined with D5410,
D5421, D5512, D5612,
D5622, D5411, D5422,
D5511, D5611, D5621,
D5520, D5630, D5640,
D5650, D5660.

Not
Covered

Not
Covered

100%/70%

5710

MAJOR

Rebase complete maxillary denture

1 per calendar year
Combined with D5710,
D5720, D5730, D5740,
D5750, D5760, D5765.

Not
Covered

Not
Covered

100%/70%

5711

MAJOR

Rebase complete mandibular denture

1 per calendar year
Combined with D5711,
D5721, D5731, D5741,
D5751, D5761, D5765.

Not
Covered

Not
Covered

100%/70%

5720

MAJOR

Rebase maxillary partial denture

1 per calendar year
Combined with D5710,
D5720, D5730, D5740,
D5750, D5760, D5765.

Not
Covered

Not
Covered

100%/70%

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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Standard Standard D-SNP
(NO7) Plus (N08) (N11)
zggg CLASS | PROCEDURE DESCRIPTION FREQUENCY/LIMITATION c"(',"l‘g;te F(,:I‘l’l's“z!l‘it:)
PAR/ PAR/ PAR/
NONPAR NONPAR NONPAR
5721 MAJOR | Rebase mandibular partial denture 1 per calendar year  [Not Not 100%/70%
Combined with D5711, |Covered  Covered
D5721, D5731, D5741,
D5751, D5761, D5765.
5730 MAJOR | Reline complete maxillary denture 1 per calendar year  [Not Not 100%/70%
(direct) Combined with D5710, [Covered  (Covered
D5720, D5730, D5740,
D5750, D5760, D5765.
5731 MAJOR | Reline complete mandibular denture 1 per calendar year  [Not Not 100%/70%
(direct) Combined with D5711, |Covered  |Covered
D5721, D5731, D5741,
D5751, D5761, D5765.
5740 MAJOR | Reline maxillary partial denture 1 per calendar year  |Not Not 100%/70%
(direct) Combined with D5710, |Covered  Covered
D5720, D5730, D5740,
D5750, D5760, D5765.
5741 MAJOR | Reline mandibular partial denture 1 per calendar year  [Not Not 100%/70%
(direct) Combined with D5711, |[Covered Covered
D5721, D5731, D5741,
D5751, D5761, D5765.
5750 MAJOR | Reline complete maxillary denture 1 per calendar year ~ |Not Not 100%/70%
(indirect) Combined with D5710, [Covered Covered
D5720, D5730, D5740,
D5750, D5760, D5765.
5751 MAJOR | Reline complete mandibular denture 1 per calendar year ~ [Not Not 100%/70%
(indirect) Combined with D5711, [Covered Covered
D5721, D5731, D5741,
D5751, D5761, D5765.
5760 MAJOR | Reline maxillary partial denture 1 per calendar year  |Not Not 100%/70%
(indirect) Combined with D5710, [Covered Covered
D5720, D5730, D5740,
D5750, D5760, D5765.
5761 MAJOR | Reline mandibular partial denture 1 per calendar year ~ [Not Not 100%/70%
(indirect) Combined with D5711, |[Covered Covered
D5721, D5731, D5741,
D5751, D5761, D5765.
5765 MAJOR | Soft liner for complete or partial 1 per calendar year ~ |Not Not 100%/70%
removable denture - indirect Combined with D5711, |Covered Covered
D5721, D5731, D5741,
D5751, D5761, D5710,
D5720, D5730, D5740,
D5750, D5760, D5765.
7140 BASIC | Extraction, erupted tooth or Four (4) extractions [100%/60% [100%/60% [100%/70%
exposed root per calendar year
7210 BASIC | Extraction, (surgical removal of)

erupted tooth requiring removal of
bone and/or sectioning of tooth

1 per tooth per lifetime

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.




Standard Standard D-SNP
(NO7) Plus (N08) (N11)
PROC Complete Complete
CODE CLASS | PROCEDURE DESCRIPTION FREQUENCY/LIMITATION (N09) Plus (N10)
PAR/ PAR/ PAR/
NONPAR NONPAR NONPAR
7220 BASIC Removal of impacted tooth - soft
tissue Four (4) extractions per
calendar year
7250 BASIC | Removal of residual tooth roots Not Not 100%/70%
(cutting procedure) 1 per tooth per lifetime [Covered  Covered
7251 BASIC | Coronectomy — intentional partial
tooth removal, impacted teeth only

PROCEDURE CODES NOT LISTED IN TABLE ABOVE ARE NOT COVERED FOR THIS PLAN
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Key Highlights

All services payable at 100% for Par providers and 60% or 70% for non-Par providers (please check
individual’s dental plan for the correct non-par reimbursement).

This maximum applies to in-and out-of-network preventive and additional basic dental services.
HMSA Akamai Advantage plans offer Oral Health for Total Health enhanced dental benefits as of
JAN 1, 2023

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is

required to determine the specific level of benefit coverage.
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Section 10: General Policies and Procedures

Quality and Utilization Review

While we continue to conduct utilization review on submitted claims, as a participating dentist,
you are no longer required to submit radiographs or periodontal charting, except in specific cases
or unless requested by the Plan.

From time to time we may require that your practice participate in HMSA'’s Quality Assurance and
Utilization Management programs that may include, an on-site review of facilities, on-site review
of dental records, providing copies of member dental records, audit of dental records, dental care
evaluation studies, practice pattern studies and/or analysis based on claims data.

Information Needed to Review a Procedure

Please refer to the CDT Guide for information you must submit for procedures requiring review.
In cases where we request a detailed narrative, please supply details about the patient’s condition
that will help us evaluate your claim and reimburse you appropriately. The narrative must be
legible.

Please refer to the CDT Guide for any specific requirements needed when submitting claims for
treatment. Any radiographic images you submit must be:

e Preoperative radiographic images that are current and dated
e Labeled — left or right side — if duplicates

e Mounted, if they are a full series

e Of diagnostic quality

e Labeled with the patient’s name and ID number

e Labeled with the dentist’s name and address

Advisory Committee

HMSA has a Dental Advisory Committee that provides valuable guidance and counsel to HMSA
regarding various dental issues related to operations and programs. HMSA will consider
recommendations for new committee members from individual dentists and dental organizations
in the community.

Compliance and Anti-Fraud Program

The Dentist will maintain throughout the term of their Agreement, a compliance and anti-fraud
program to detect and prevent the incidence of fraud and abuse relating to the provision of
Services, including without limitation, maintaining, and complying with internal controls, policies
and procedures that are designed to prevent, detect and report known or suspected fraud and
abuse activities. Fraud Waste and Abuse evaluation by HMSA may occur in either prepayment
or post payment review.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for

each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Section 11: Completing a dental claim form

How to submit a Clean Claim

Please follow the instructions below to complete the most current ADA Dental
Claim Form, which you can find on the ADA website or in the most current ADA Practical Guide
to Dental Procedure Codes. A sample form follows these instructions.

Header Information (blocks 1 and 2)
e Enter an X in the appropriate box to indicate if this claim is a pre- treatment estimate
or a claim for actual services rendered.
e Predetermination/Preauthorization Number is not required.

Insurance Company/Dental Benefit Plan Information (block 3)

HMSA Dental Claims
P.O. Box 69436
Harrisburg, PA 17106-9436

Other Coverage (blocks 4-11)
refers to the possible existence of other medical or dental insurance policies, relevant for

coordination of benefits.

Policyholder/Subscriber Information (blocks 12-17)
documents information about the insured person (subscriber), who may or may not be the
patient.

Patient Information (blocks 18-23)
refers to the patient receiving services or treatment.

Record of Services provided (blocks 24-35)

regards the treatment performed or proposed. For a predetermination of benefits, complete
this area in the same way as for an actual service, but omit the date of service. Ten lines are
available for reporting.

Authorizations (blocks 36 and 37)
where the patient or subscriber signs to provide consent for treatment and authorization for

direct payment.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.



44

Ancillary Claim/Treatment Information (blocks 38-47)
asks for additional information regarding the claim and the member’s prior dental history.
Some of these questions may be left blank if the service is not orthodontic or prosthetic.

Please be sure to check the appropriate blocks if treatment is rendered as the result of an
accident.

Billing Dentist or Dental Entity (blocks 48-52A)

provides information on the dentist or group/corporation responsible for billing and receiving
payment, which may or may not be the treating dentist. Block 49 is specific to reporting the
associated National Provider Identifier (NPI).

Treating Dentist and Treatment Location Information (blocks 53-58)
asks for information specific to the provider. Block 54 asks for the treating dentist’s NPI.

To obtain an NPI, visit the Centers for Medicare & Medicaid Services’ National Plan and
Provider Enumeration System (NPPES) website at nppes.cms.hhs.gov/NPPES/Welcome.do.
You must submit all claims with your NPI information. See Section 10 of this manual for
details.

Billing with a National Provider Number (NPI)

If you have a Type 1 NPI (Sole Proprietor), submit your claim using the Type 1 NPI
in block 49 and block 54.

If you have a Type 2 NPI (Professional Corporation, Limited Liability Corporation

or Incorporated—PA, PC,LLC or INC), submit your claim using the Type 2 NPI in block 49
and the rendering provider's NPI (Type 1)

in block 54.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.


https://nppes.cms.hhs.gov/%23/

Sample Dental Claim Form

ADA American Dental Association® Dental Claim Form

P ————————
HEADER INFORMATION o) Send Completed Claim Form To:
1. Type of Tran (Mark a8 bowes) h msa @ Hawaii Medical Service Association
o L]

[] stotement or Actus: Services B for Precetermnaton P - S T - - P.O. Box 69436
r] EPSDT ) THe XIX An radpandent Uoansem of B Bl Cnss aod Bloe St fsseciion Hamsburg, PA 17106-9436
2. Fredeter i 1 Number POLICYHOLDER'SUBSCRIBER INFORMATION (Az:zignzd by Plan Named In £3)

12. Folicyhoider/Subscrider Name (Last, First, Micdie Infal, Sufftx), Address, Clty, State, Zip Code

DENTAL BENEFIT PLAN INFORMATION
3. Company/Pian Name, Address, City, State, Zip Code

13. Date of Birth (MAVDOICCYY) | 14 Gender 15. Foic Dy by Pran)
NENERE
OTHER COVERAGE Mok appiicabie box and complets tems 5-11. If none, leave biank ) 16. Plan/Group Number 17. Empioyer Name
4 Dertar [ ] meacar [ | (If botn, complete 5-11 for dental onty.)
5. Name of PoilcyhoideriSubscriber in #4 (Last, First, Midale intial, Suftx) PATIENT INFORMATION
18. Relatonship to Polcyhoider/Subsariber in 212 Above 13. Reserved For
. Date of Birth (MM/DDICTYY) 7. Ganger & PolghoidenSubacrber D (Aszigred by Pan) | [] ser [] spowse [] DepemcnldD Other Fote: s i
O 1=0v 20. Name (Last, First, Micdle Inial, Suffiy), Address, City, State, Zip Code
2. Plar'\Group Number 10. Patiert's Refationzhip to Parson ramed In 25
11. Oter insurance Company/Dental Sene Flan Name, Address, City, State. 2p Code
21. Date of S (MMIDOICCYY) | 22 Gander 23. Fatient IDIACCoUNt 2 (Aszigned by Dentist)

il

RECORD OF SERVICES PROVIDED

25 Aea | 2
24, Proceduve Dute X 27 Toot Nurmbeds) 26 Tooth | 20 Precedurs | 20 Dwg | 20
MMTOCE ¥r) crom | Tocth er Latnar(s) Surtece Code Porter | Ot 30. Duacription S1.Fe
1
2
3
4
s
B
7
8
s
i |
33. Miszing Teeth nformation  (Piace an *X™ on each missing tooth. ) 34. Do Code List Qualifier l {ICD-10=AB ) 31a. Omer
Fesls

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 342 Disgrosis Code(s) A c o

2 3 I WP 28 T X 3 M 2321 20 19 18 7 (Primary diagnosis in “A”) B ) JZTGiFeeI
35. Remarks |
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION
35, | nave been Informed of the treatment pian and associated %ees. | agree to be responsibie %or ail 33 Poaoce of Treatment § V1sofice, 22500 Hesplal) 33. Enclosures (Y or N)

charges for dental services and materials not paid by my dental benefit plan, uniess prohibited by — 4 :

izw, or the treatng derzt or dertal practcs has 3 contrach.al agr with my plan G 31 e s S Mnrdca AT S []

or 3 porion of sUCh charges. To the extent permitted by law, | consent 1 your use and disciosurs of - r 2

ke gOrTIBNion 10 CINTY OUE paYMENT ACINVDES I CONNETIION with this caim £0. 13 Trestment for Orthodontics™ 41. Date Appilance Placed (MMDOICCYY)

D No (Skip 41-42) Yes (Complete £1-42)

X —-

PatentGuardan Signasare Date 42 Months of Treatment |43, Replacement of Prosthesis |44, Date of Prior Placement (MMW/DDICCYY)

N[ ] Yes (Compier= 24

37. | hereby authortze and direct payment of the dantal benefls otherwise payabie 1o me, directly e )

0 the below named dentist or dentyl entity. 45 Treatment Resuting Tom
X _ I:] Occupational Iineszinjury D Auto accident I_l Other accidert

Subscriber Signature Date 45. Date of Accident (MMDOICCYY) | 7. Acto Accigert state
BILLING DENTIST OR DENTAL ENTITY (Leave blank ¥ dentist or denty entity = not TREATING DENTIST AND TREATMENT LOCATION INFORMATION

submitting claim on behalf of the patient or nsuredisubscriber.) 531 nereny cartify that the procecures 03 Indicased by Gate are in progress (for procedures that require

muttipie visits) or have been compieted.

43.Name, Acdress, Cy, State, 2p Code
x—
Signed (Treasng Denmst) Dat=
54871 S5, License Number

55. Address, City, State, Zip Code m

43 NP1 S0. License Number 51.SSNorTN

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Reimbursements

Medicare Advantage Participating providers

HMSA will always reimburse claim payments for covered members directly to the participating
provider. If an unassigned claim is submitted on behalf of the member, we will still pay the claim
directly to the participating dentist. Please verify the member’s eligibility and benefits prior to
rendering services. Medicare Advantage only pays for treatment that is medically necessary.
Post-payment review may result in refund to HMSA in cases where medical necessity could not
be established.

Medicare Advantage Non-Participating providers

Members with plans under the MA network should be directed to MA providers for services,
however, members may choose to see non-participating providers in Hawaii and receive 60%
direct reimbursement of HMSA'’s non-participating fee schedule for covered services. Non-
participating providers should notify the member of participation status prior to services being
rendered.

Services That Are Not Covered

Some services are not covered regardless of whether the procedure is listed as a covered
benefit. These are considered contractual limitations and are outlined in the Subscriber
Certificate or Guide to Benefits under “Limitations and Exclusions.” Examples include a service
performed for cosmetic purposes rather than for tooth decay or fracture, or exploratory
service. Prior to rendering Non-Covered Service(s) you need to inform the Member and obtain
the Member’s written acknowledgment that he or she has been informed of the nature of the
service, why it is not a covered benefit and that the Member is personally and financially liable
for payment of the Non-Covered Service(s). Amounts due for the Non-Covered Service(s) may
then be billed to the Member at the Dentist’s usual and customary charge(s).

Here is an example of how we calculate the members’ cost-share for a non-covered service:

Procedure Code Your Charge Coverage Level Allowed Member
Amount Cost-share

D0460 $50 0% $0 $50

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Co-insurance is a type of member cost-share representing a percentage of the allowed amount
for covered services. If the member’s dental plan covers a procedure at less than 100%, the
member is responsible for the difference between what we pay and the Maximum Allowable
Charge, as shown in this example:

Procedure Code | Benefit Type  Coverage Level = Allowed Amount Member’s

Co-insurance

D2150 Basic 80% $100 $100 x 20% = $20

The members’ Co-insurance is based on a percentage of your HMSA Maximum Allowable
Charge Schedule and the member’s benefit structure. The member is responsible for all Non-
Covered Services. You can collect the members’ Co-insurance at the time of the visit or bill
the member after you receive payment from us.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.



Section 12: Coordination of Benefits (COB)

Determining the Primary Payor

The first of the following rules applicable shall be used by HMSA to determine the primary

payor.

1.

The plan that covers the person as an employee or member, other than as a dependent,
is determined to be primary before the dental plan that covers the person as a dependent.

However, if the person is also a Medicare beneficiary, Medicare is secondary to the
dental plan covering the person as a dependent of an active employee. The order in
which dental benefits are payable will be determined as follows:

a. Dental benefits of a plan that covers a person as an employee, member, or
subscriber.

b. Dental benefits of a plan of an active employee that covers a person as a
dependent.

c. Medicare benéefits.

When two or more dental plans cover the same child as a dependent of different parents:

a. The dental benefits of the parent whose birthday, excluding the year of birth, falls
earlier in a year are determined before those of the dental plan of the parent whose
birthday, excluding the year of birth, falls later in the year; but

b. If both parents have the same birthday, the dental benefits of the plan that has
covered the parent for the longest are determined before those of the plan that has
covered the parent for a shorter period of time.

However, if one of the plans does not have a provision that is based on the birthday of
the parent, but instead on the gender and this results in each plan determining its benefits
before the other, the plan that does not have a provision based on a birthday will
determine the order of dental benefits.

If two or more dental plans cover a dependent child of divorced or separated parents,
dental benefits for the child are determined in this order:

a. The plan of the parent with custody of the child.
b. The plan of the spouse of the parent with custody of the child.
c. The plan of the parent not having custody of the child.

However, if the specific terms of a court decree make one parent financially responsible

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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for the dental care expenses of the child, and if the entity obliged to payor provides the
dental benefits of the dental plan of that parent has actual knowledge of those terms,
the dental benefit of that plan is determined first. This does not apply with respect to any
claim determination period or dental plan year during which any dental benefits are
actually paid or provided before that entity has the actual knowledge.

4. The dental benefits of a dental plan that covers a person as an employee other than

as a laid-off or retired employee, or as a dependent of such a person, are determined
before those of a dental plan that covers that person as a laid-off or retired employee or
as the dependent of such a person. If the other dental plan is not subject to this rule, and
if, as a result, the dental plans do not agree on the order of dental benefits, this paragraph
shall not apply.

. If an individual is covered under a COBRA continuation plan and also under another

group dental plan, the following order of benefits applies:

a. The dental plan which covers the person as an employee or as the employee’s
dependent.

b. The coverage purchased under the dental plan covering the person as a former
employee, or as the former employee’s dependent, provided according to the
provisions of COBRA.

If none of the above rules determines the order of dental benefits, the dental benefits of
the plan that has covered the employee, member or insured the longest period of time
are determined before those of the other dental plan.

Coordination of Benefits shall not be permitted against the following types of policies:

e Indemnity

e Excess insurance

e Specified illness or accident
¢ Medicare supplement

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.



Determining Your Patient’s Liability in a COB Situation

1. If the HMSA Plan is the Secondary Plan in accordance with the order of benefits
determination rules outlined above; the benefits of the Plan will be reduced when the sum
of:

a. The benefits that would be payable for the allowable expense under the HMSA
Plan in the absence of this COB provision; and

b. The benefits that would be payable for the Allowable Expense under the other
plans, in the absence of provisions with a purpose like that of this COB provision,
whether a claim is made, exceeds those Allowable Expenses in a claim
determination period. In that case, the benefits of the HMSA plan will be reduced
so that its benefits and the benefits payable under the other plans do not total more
than those Allowable Expenses.

2. When the benefits of the HMSA Plan are reduced as described above, each benefit is
reduced in proportion. It is then charged against any applicable benefit limit of the HMSA
Plan.

Helpful Tips

In situations where you believe your patient may be covered by more than one payor, the
following hints may help you manage the claim more efficiently:

e Determine your patient’s primary payor and submit the claim to that payor first.

e Submit the primary payor’s Explanation of Benefits (EOB) to the secondary payor (even
if both payors are HMSA Plans).

e Always calculate your patient’s liability by claim line rather than by using the total claim
payment amount, waiting until all insurance payments have been made.

e Remember that the secondary payor's EOB may not correctly reflect the patient’s
balance and that your patient’s liability may be affected by contracts that you hold with
the primary carrier.

e |If the provider receives payment more than actual charges and has collected a
copayment, deductible or coinsurance from the member, the provider should reimburse
the member up to but not exceeding the amount of the copayment, deductible or
coinsurance. Any additional overpayment for that date of service should be refunded to
the secondary carrier.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
50 required to determine the specific level of benefit coverage.



Section 13: Member Enrollee Rights

Enrollees have rights through the Medicare Advantage Plans. These rights are:

51

To be treated with respect, dignity, and privacy.

To receive care — Regardless of race, color, nationality, ethnicity, disability, health
status, sexual orientation, religion, age, genetic information.

To obtain accurate, easy to understand information used to make educated decisions.
To file a complaint or Grievance about a dentist or the care received.

To file an Appeal about an action or decision made.

To have Online Provider Directory for access to care.

To take part in all decisions about their dental care. This may include refusing treatment.
To obtain a second opinion from another dentist regarding treatment.

To be treated fairly by us, Participating Dentists, and other dentists.

Have dental records kept private.

Access to a copy of dental records.

To understand they are not responsible for paying for Covered Services. As a
Participating Dentist you cannot require them to pay for Medically Necessary Covered
Services.

To receive a spoken translation at no cost for all non-English languages, those identified
as prevalent.

To have their privacy protected in accordance with the privacy requirements in federal
law.

To receive detailed information on emergency and after-hours coverage.

To understand what constitutes an emergency medical condition, Emergency Dental
Care, and post-Stabilization Services.

To Understand Emergency Dental Care does not require prior approval.

The process and procedures for obtaining Emergency Dental Care.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.
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Section 14: Appeals and Grievances

A member, a provider, a third-party representative acting on behalf of the member or a provider
acting on behalf of the member, may file an Appeal or Grievance if they are dissatisfied with
their service or there is a benefit or service eligibility discrepancy that resulted in a denial,
reduction of payment or termination of or failure to make payment (in whole or in part). If a third-
party representative is filing an Appeal on behalf of a member, HIPAA Authorization is required.

Process

1.

Hawaii Medical Service Association (HMSA) receives an inquiry request regarding an
Appeal or Grievance via a phone call. The Customer Service Representative will ask the
caller to put their request in writing and forward to:

HMSA Dental- Claims Appeals
P.O. Box 69437
Harrisburg, PA 17106-9437

The request may also be faxed to 1-888-667-8388.

If the inquiry is regarding Quality of Care or Quality of Service, it must be in writing and is
handled by the Quality Assurance Area of HMSA’s Dental Administrator. (Refer to
Grievance Processing — Quality of Care & Quality of Service document). A Customer
Service Representative will ask the caller to put their request in writing and forward to:

HMSA Dental — Claims Appeals
P.O. Box 69437
Harrisburg, PA 17106-9437

The request may also be faxed to 1-888-667-8388.

Our Dental Claims Administrator will determine if a group has a specific Appeal or
Grievance process. If so, the group’s Appeal or Grievance process is followed.

If there is not a group specific Appeal or Grievance process, our Dental Claims
Administrator will determine if there is a State Appeal or Grievance process that needs

to be followed. The Appeal or Grievance process will be followed based upon the State
where the Group is located.

If there is no State Appeal or Grievance process: Our Dental Claims Administrator will
follow the HMSA Appeals process. All HMSA Appeals and Grievances resulting in a
financial or clinical adverse determination will be forwarded to the LSV Dental Director
for final determination.

NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.



Section 15: Termination

The initial term of the Dental Network Participation Agreement is one year from the effective
date. The Agreement shall automatically renew at the end of the initial term and continue in
effect unterminated in accordance with such Agreement.

Types of Termination and Effective Dates

a. Without cause: either party may terminate the Agreement with an effective date after the
initial one-year term without cause by giving at least ninety (90) days written notice to
the other party at their address on file. For HMSA, that address is:

HMSA Dental
P.O. Box 1320
Honolulu, HI 96807-1320

The effective date of the termination will be as of 12:01am on the first day of the month
following the ninety (90)-day notice period. During this ninety (90)-day period the dentist
will be responsible for sending all patients of record written notification that the provider
will no longer be an in-network provider with HMSA. The parties may also terminate the
Agreement at any time by written mutual consent.

b. With cause: may occur immediately with written notice to the dentist. Causes include
but are not limited to material breach, fraud, misrepresentation, and loss, limitation or
suspension of licensure. You must conspicuously post or provide members with notice
that you no longer participate with the plan.

c. With cause: may occur if you do not consent to any change(s) to the Agreement made
by HMSA. The “Agreement” consists of the Agreement, Dental Manual, MA Manual, and
any Amendments to the Agreement. HMSA will provide you with ninety (90) days
advance written notification of any proposed change(s) to the Agreement. If you fail to
reject the change(s), in writing within thirty (30)days of receiving notification of the
change(s), the amendment will be deemed to have been accepted. However, if you reject
the amendment, in writing during that thirty (30) day period, HMSA has the right to either:
(1) notify you that it has elected to not amend the Agreement, or (2) terminate the
Agreement upon ninety (90) days written notification. Changes to administrative policies,
procedures, rules and regulations, conditions of participation, or the Maximum Allowable
Charges (fee schedule) do not require an amendment to the Agreement.

HMSA may terminate your Participating Provider Agreement immediately, upon written
notice, if you fail to satisfy the requirements set forth in the Conditions of Participation.
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NOTE: These CDT Procedure Guidelines are to be used as a reference for claim submission based on the level of benefits for
each subscriber’s plan. Particular details will vary from plan to plan. Verification of eligibility and individual plan benefits is
required to determine the specific level of benefit coverage.



