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Insurance Company
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Rockville, MD 20849 - Toll Free Telephone No: 1-866-690-4908

GROUP DENTAL INSURANCE COVERAGE
OUTLINE OF COVERAGE

Policy Form NDNGRP 04/06 NH — Group Dental Insurance Coverage

THIS IS NOT MEDICARE SUPPLEMENT COVERAGE
If you are eligible for Medicare review the Guide to Health Insurance for People With Medicare available from the Company.

(1) Read Your Policy Carefully — This outline of coverage provides a very brief description of the important features of your policy.
This is not the insurance contract and only the actual policy provisions will control. The policy itself sets forth in detail the rights
and obligations of both you and your insurance company. It is, therefore, important that you READ YOUR CERTIFICATE
CAREFULLY.

(2) Dental Benefits: Benefits will be paid in accordance with the Schedule of Covered Procedures in the individual Certificate of
Coverage. The payment of benefits will be subject to:

In-Network Deductible: $0 Individual
Out-of-Network: $0 Individual
Co-Pay: See Schedule of Covered Procedures

Certificate Year Maximum Annual Benefit (Per Insured):

In-Network Year 1 Year 2 Year 3 & Forward
$500 $500 $500
Out-of-Network Year 1 Year 2 Year 3 & Forward
$500 $500 $500
Waiting Periods: See Schedule of Covered Procedures

Payment of Benefits: The payment of benefit s is based upon “customary charges.” “Customary charges” are determined from
within the range of charges made for the same service or supply by other providers of similar training or experience in the same
general geographic area.

Maximum Reimbursement — An amount used to determine the Covered Expense. There are 3 types of Maximum

Reimbursement, depending on the plan issued:

1. Maximum Allowable Charge (MAC): The MAC may be used if a dentist who is a Non-Participating Provider performs a
Covered Procedure. The amount of the MAC is equal to the lesser of: (a) the dentist’s actual charge; or (b) the “customary
charge” for the dental service or supply. We determine the “customary charge” from within the range of charges made for the
same service or supply by other providers of similar training or experience in that general geographic area.

2. Participating Provider Maximum Allowable Charge (PMAC): The PMAC may be used if a dentist who is a Participating
Provider performs a Covered Procedure. This is the amount that the dentist has agreed with Us to accept as payment in full
for a dental service or supply.

3. Scheduled Fee (SF): Some plans may use a fee schedule to determine the amount payable for a Covered Procedure. This is
the maximum charge that We allow for each Covered Procedure, regardless of the fee charged by the dentist.

The Schedule of Covered Procedures shows the Type Of Maximum Reimbursement used by the plan.
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Optional Coverage: A Cosmetic Benefit Rider Form NDNGRP-CSR 06/06) can also be attached to this Policy. If this benefit
rider is attached to your certificate, your coverage includes benefits for porcelain crowns, posterior composite restorations, and
teeth bleaching.

Exclusions and Limitations:

Missing Teeth Limitation: We will not pay benefits for replacement of teeth missing on an Insured’s effective date of insurance
under this Certificate for the purpose of the initial placement of a full denture, partial denture or fixed bridge. However, expenses
for the replacement of teeth missing on the effective date will be considered for payment as follows:

a. The initial placement of full or partial dentures will be considered a Covered Procedure if the placement includes the initial
replacement of a functioning natural tooth extracted while the Insured is covered under the policy.

b. The initial placement of a fixed bridge will be considered a Covered Procedure if the placement includes the initial
replacement of a functioning natural tooth extracted while an Insured is covered under the policy. However, the following
restrictions will apply:

(i) Benefits will only be paid for the replacement of the teeth extracted while an Insured is covered under the policy or under
the “Prior Extraction” clause.

(if) Benefits will not be paid for the replacement of other teeth which were missing on the Insured’s effective date.

(iii) Muissing teeth limitation will be waived after Members have been covered under the plan for (3) three continuous years
unless it is a replacement of an existing unserviceable prosthesis.

Other Limitations: Multiple restorations on one surface are payable as one surface. Coverage is limited to either one
prophylaxis or one periodontal maintenance per six-month period. Coverage is limited to one full mouth radiograph or panoramic
film per the limitation period listed in the Schedule of Covered Procedures.

Exclusions: No benefits are payable under the Policy for the procedures listed below unless such procedure or service is listed as
covered in the Schedule of Covered Procedures. Additionally, the procedures listed below will not be recognized toward
satisfaction of any Deductible amount.

1. any service or supply not shown on the Schedule of Covered Procedures;

2. any procedure begun after an Insured’s insurance under the Policy terminates, or for any prosthetic dental appliance finally

installed or delivered more than thirty days after an Insured’s insurance under the Policy terminates;

3. any procedure begun or appliance installed before an Insured became insured under the Policy;

4. any treatment which is elective or primarily cosmetic in nature and not generally recognized as a generally accepted dental
practice by the American Dental Association, as well as any replacement of prior cosmetic restorations;

the correction of congenital malformations;

the replacement of lost or discarded or stolen appliances;

7. replacement of bridges unless the bridge is older than the age allowed in the Schedule of Covered Procedures and cannot be
made serviceable;

8. replacement of full or partial dentures unless the prosthetic appliance is older than the age allowed in the Schedule of
Covered Procedures and cannot be made serviceable;

9. replacement of crowns, inlays or onlays unless the prior restoration is older than the age allowed in the Schedule of Covered
Procedures and cannot be made serviceable;

10. appliances, services or procedures relating to: (@ the change or maintenance of vertical dimension;
(b) restoration of occlusion (unless otherwise noted in the Schedule of Covered Procedures—only for occlusal guards); (c)
splinting; (d) correction of attrition, abrasion, erosion or abfraction; (e) bite registration or (f) bite analysis;

11. services provided for any type of temporomandibular joint (TMJ) dysfunctions, muscular, skeletal deficiencies involving
TMJ or related structures, myofascial pain;

12. orthognathic surgery;

13. prescribed drugs, premedication or analgesia;

14. any instruction for diet, plague control and oral hygiene;

15. dental disease, defect or injury caused by a declared or undeclared war or any act of war;

16. charges for: implants of any type, and all related procedures, removal of implants, precision or semi-precision attachments,
denture duplication, overdentures and any associated surgery, or other customized services or attachments;

17. cast restorations, inlays, onlays and crowns for teeth that are not broken down by extensive decay or accidental injury or for
teeth that can be restored by other means (such as an amalgam or composite filling);

18. for treatment of malignancies, cysts and neoplasms;

19. for orthodontic treatment;

20. charges for failure to keep a scheduled visit or for the completion of any Claim forms;

21. any procedure that does not offer a favorable prognosis; or does not have uniform professional endorsement or which is
experimental in nature;
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Exclusions (continued):

22.
23.
24.
25.

26.
27.

28.
29.

service or supply rendered by someone who is related to an Insured by blood or by law (e.g., sibling, parent, grandparent,
child), marriage (e.g., spouse or in-law) or adoption or is normally a member of the Insured’s household,;

expenses compensable under Workers” Compensation or Employers’ Liability Laws or by any coverage provided or required
by law;

expenses provided or paid for by any governmental program or law, except as to charges which the person is legally
obligated to pay or as addressed later under the “Payment of Claims” provision;

procedures started but not completed:;

any duplicate device or appliance;

general anesthesia and intravenous sedation including the services of anesthetists or anesthesiologists, unless: the person
requiring such services is a child under the age of 6 who is determined by a licensed dentist in conjunction with a licensed
physician to have a dental condition of significant dental complexity which requires certain dental procedures to be
performed in a surgical day care facility or hospital setting; or (b) is a person who has exceptional medical circumstances or a
developmental disability as determined by a licensed physician which place the person at serious risk.

the replacement of 3" molars;

crowns, inlays and onlays used to restore teeth with micro fractures or fracture lines, undermined cusps, or existing large
restorations without overt pathology.

(4) Renewability: Coverage for You and all Covered Dependents stops on the earliest of the following dates:

abrwbnE

the date the Policy terminates;

the date the Policyholder’s coverage terminates under the Policy;

the first of the month following the date You are no longer an eligible Member;

the date You die;

on any premium due date, if full payment for Your insurance is not made within 31 days following the premium due date.

In addition, coverage for each Covered Dependent stops on the earliest of:

1.
2.

the date he is no longer an Eligible Dependent;
the date We receive your request to terminate Covered Dependent coverage.

(5) Estimated Annual Cost: The estimated monthly cost for membership in NCE which includes the dental coverage is $29.95 per
Family.

Rate Changes: We have the right to change the premium rates on any premium due date on or after the Initial Term.
After the Initial Term, We will not increase the premium rates more than once in a 12 month period. We will give the
Policyholder written notice at least 45 days in advance of any change. All changes in rates are subject to terms
outlined in the Policy.

FOR ADDITIONAL INFORMATION ABOUT POLICY BENEFITS OR CLAIMS,
TELEPHONE (TOLL FREE) 1-866-910-0849.

RETAIN FOR YOUR RECORDS
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