B MetlLife

Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC

Part I: GENERAL INFORMATION

Insurer Name: MetLife Plan Name: TRINITY MANAGEMENT SERVICES
Policy Type: PPO Insurer Phone #: 800-275-4638
Effective Date: Beginning on or after 01/01/2020 Insurer Website: www.metlife.com

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND WHAT YOU WILL PAY FOR COVERED
SERVICES. THIS IS A SUMMARY ONLY AND DOES NOT INCLUDE THE PREMIUM COSTS OF THIS DENTAL BENEFITS PACKAGE.
PLEASE CONSULT YOUR EVIDENCE OF COVERAGE AND DENTAL CONTRACT FOR A DETAILED DESCRIPTION OF COVERAGE
BENEFITS AND LIMITATIONS. FOR MORE INFORMATION ABOUT YOUR COVERAGE, VISIT THE INSURER WEBSITE AT
www.metlife.com OR CALL 800-275-4638.

THIS MATRIX IS NOT A GUARANTEE OF EXPENSES OR PAYMENT.
Part Il: DEDUCTIBLES

Deductible All Providers
Dental $50 per individual
$150 per family
Orthodontia None per individual
None per family

¢ The deductible applies to the following services: All Providers Basic and Major

« A deductible is the amount you are required to pay for covered dental services each policy year before the insurer begins to pay for the cost
of covered dental treatment.

+ In-network services are dental care services provided by dentists or other licensed dental care providers that contract with your insurer for
alternative rates of payment for dental services.

« Out-of-network services are dental care services provided by dentists or other licensed dental care providers that have not contracted with
your insurer for alternative rates of payment.



Part lll: MAXIMUMS PLAN WILL PAY

Maximums

In-Network

Out-of-Network

Annual Maximum

$2,000

$2,000 Yes, the cost-sharing will be higher.
Contact your Plan.

Lifetime or Annual
Maximum for Orthodontia

Lifetime $1,500

Lifetime $1,500 Yes, the cost-sharing will be
higher. Contact your Plan.

« Annual maximum is the maximum dollar amount your plan will pay toward the cost of dental care within a specific period of time, usually a

consecutive 12-month or calendar year period.

o Lifetime maximum means the maximum dollar amount your policy providing dental benefits will pay for the life of the enrollee. Lifetime

maximums usually apply to specific services, such as orthodontic treatment.

Part IV: WAITING PERIODS

Waiting Periods: A waiting period is the amount of time that must pass before you are eligible to receive benefits or services for all or certain
dental treatments. Your dental benefit package does not include a waiting period.

Part V: WHAT YOU WILL PAY

All copayments and coinsurance costs shown in this chart apply after your deductible has been met, if a deductible applies. The
Common Dental Procedures fit into one of the following applicable categories: Preventive & Diagnostic, Basic or Major. The Benefit
Limitations and Exclusions column includes common limitations and exclusions only. For a full list, see the full disclosure document

referenced in the Benefit Limitations and Exclusions column.

Common Dental
Procedures

Category

All Providers

Benefit Limitations and Exclusions

Oral Exam

Preventative &
Diagnostic

0%, deductible does
not apply

For all procedures in this table, additiona!l limitations and
exclusions may apply. Itis important to review the “Dental
Insurance: Description of Covered Services” and “Dental
Insurance: Exclusions* sections of your Certificate of Insurance
for full details. In the event of a conflict with this document, the
terms of your insurance certificate will govern. If you do not
have access to the Certificate of Insurance, you may obtain this
information directly from your employer or by calling Customer
Service at the number listed on the first page of this document.
Frequency limitations may apply

Bitewing X-ray

Preventative &
Diagnostic

0%, deductible does
not apply

L]

Frequency limitations may apply




Common Dental Category All Providers Benefit Limitations and Exclusions
Procedures
Cleaning Preventative & 0%, deductible does Frequency limitations may apply
Diagnostic not apply

Filling Basic 20% Frequency and other limitations may apply to replacement fillings

Extraction, Erupted Major 50%

Tooth or Exposed Root

Root Canal * 50% Please refer to your Certificate of Insurance for more information.

Scaling and Root Major 50% Frequency limitations may apply

Planing

Ceramic Crown Major 50% Replacement may be limited by age of existing crown
Exclusion may apply for replacement of lost or stolen crowns.

Removable Partial Major 50% Replacement may be limited by age of existing denture.

Denture Relinings and rebasings of existing dentures may be limited based on
time that has elapsed since installation of denture
Exclusions may apply to:
Initial installation or replacement teeth added to existing partial
dentures to replace natural teeth that were missing prior to having
coverage
Replacement of lost or stolen removeable partial dentures
Precision attachments
Adjustments within 6 months after installation by same dentist who
provided removable partial dentures

Extraction, Erupted Major 50%

Tooth with Bone

Removal

Orthodontia Orthodontia 650%, deductible does

not apply




Part VI: COVERAGE EXAMPLES

THESE EXAMPLES DO NOT REPRESENT A COST ESTIMATOR OR GUARANTEE OF PAYMENT. The examples provided represent
commonly used services in the categories of Diagnostic and Preventive, Basic and Major Services for illustrative purposes and to compare this
product to other dental products you may be considering. Your actual costs will likely be different from those shown in the chart below depending

on the actual care you receive, the prices your providers charge and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and the summary of excluded services under the plan.

Dana Has a Dental Appointment with a New

Sam Needs a Tooth Filled

Maria Needs a Crown

Dentist
New patient exam, x-rays (FMX) and cleaning Restin-_basad composite — one surface, Crown — porcelain/ceramic substrate
posterior
Dana's Visit Dana's Cost Sam’s Visit Sam’'s Cost Maria's Visit Maria's Cost
Total Cost of Care In-network: Total Cost of Care In-network: Total Cost of Care In-network:
$400 $150 $1,300
Out-of-network: Out-of-network: Cut-of-network:
$550 $200 $1,750
Deductible In-network: $50 Deductible In-network: Deductible In-network: $50
$50
QGut-of-network: Out-of-network: $50
$50 Out-of-network:
$50

Annual Maximum
(Plan Will Pay)

In-network: $2,000

Out-of-network:
$2,000 Yes, the
cost-sharing will be
higher. Contact your
Plan.

Annual Maximum
(Plan Will Pay)

In-network: $2,000

Out-of-network:
$2,000 Yes, the
cost-sharing will be
higher. Contact your
Plan.

Annual Maximum
(Plan Will Pay)

In-network: $2,000

Out-of-network:
$2,000 Yes, the
cost-sharing will be
higher. Contact your
Plan.




Dana’s Visit Dana’s Cost Sam's Visit Sam's Cost Maria's Visit Maria's Cost
Patient Cost In-network: 0% Patient Cost In-network: 20% Patient Cost In-network: 50%
(copayment or (copayment or {copayment or
coinsurance) Out-of-network: coinsurance) Cut-of-network: coinsurance) Out-of-network: 50%

0% 20%
In this example, In-network: $50 In this example, Sam |ln-network: $70 In this example, In-network: $675
Dana would pay would pay (includes Maria would pay
(includes copays/ Out-of-network: copays/ Out-of-network: (includes copays/ Out-of-network:
coinsurance and $50 coinsurance and $80 coinsurance and $900
deductible, if deductible, if deductible, if
applicable): applicable): applicable):
Summary of what is Frequency limitations | Summary of what is Frequency and other |Summary of what is Replacement may be
not covered or subject |may apply not covered or subject |limitations may apply |not covered or subject |limited by age of
to a limitation: to a limitation: to replacement fillings |to a limitation: existing crown

Exclusion may apply
for replacement of lost
or stolen crowns.




CALIFORNIA HEALTHCARE LANGUAGE ASSISTANCE PROGRAM
NOTICE TO INSUREDS

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language. For help, call us at the

number listed on your [D card, f any, or 1-800-942-0854. For more help cal the CA Dept of fnsurance at 1-800-927-4357.

To receive a copy of the attached MetLife document transkated into Spanish or Chinese, please mark the box by the requested language statement below, and

mai the document with this form to:

Metropoitan Life Insurance Company

PO Box 14587

Lexington, KY 40512

Fiease indicate to whom and where the translated documenit is to be sent.

[ Servicio de Idiomas Sin Costo. Puede obtener Ia ayuda de un intérprete. Se le pueden leer documentos y enviar aigunos en espafiol. Para recibir
ayuda, lamenos al nimero que aparece en su tarjeta de dentificacion, sitiene una, o a! 1-800-942-0854. Para recibir ayuda adicional llame al
Departamento de Seguros de Catifornia al 1-800-927-4357.

Para recibir una copia del documento adjunto de MetLife traducido al espafiol, marque la casilla comespondiente a esta oracion, y envie por commeo el
documnento junto con este formulario a:

Metropoiitan Life Insurance Company

PO Box 14587

Lexington, KY 40512

Por favor, indique a quién y a donde debe enviarse el documento traducido.

NOMBRE

DIRECCION
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Metropolitan Life Insurance Company

PO Box 14587

Lexington, KY 40512
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0854: Ununjby dwbpuifurul nknkjuunnput hwdwp quiquhwuptp Ywih$npbhuyh Uywhnjugpuijwb Yeguwpuudt, 1-

800-927-4357 htowjun uwhwidwpny:




ishund ehamnfntg 1 #nnoegwman nunigr i Bl[nnannaumegunamifmanias 1 o iew iegioymdy muiwsito
wagnahdignugeasusiyaipieiing y muwe 1-800542-0854 1 NnGRgwUigEgn QugINmFiRaman i iaEmTRm (CA
Dept. of Insurance) MRS 1-800-927-4357 4

Kev pab txhais lus tsis xom them nqi. Koj thov tau kem nvhiav neeg txhais lus thiabn ntaub nlawy hais ua tus Hmoob rau koj micog. Yog xav taukev

pab, hu rau peb ntawm tus xov tooj sau hauv kej daim npav ID, yog muaj, lossis 1-800-842-0854. Yog xav kom pab kum yam hu rau ub CA Hauv Paus iv-

saws-fas ntawm 1-800-9274357.

BHOBRY-PA, BIRFALTBABETIRERS LIFTEHICEHTEET, Y- AOHMECBHEOH L. 5FH50 D N-FICEKS
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&;egg:amue YCRYT™ YCTHOO nepesoaa. Byl MOXETe BOCTONLIOBATLCA YCMYTaMM EPesoa'sNa, KOTOPL NOUATERT BaM m«wemusom pycerom ng%
NOMYLSATS NOMOLIYL, NOIBCHITE HaM N0 HOMEPY, YKAZZKHOMY HA BAUEA HICHTHEMKBLUOHKON KapTOuXE, ECIH Y BAC GHA eCTb, MMbo No HoMep -

942-0854. Ecniv 8am HyXHa NOMOUIL B ADYMX m&mmﬁe 8 FOPRUYI0 nmmownmpmma crpaxosamn)('CA Dept of Insurance) 1-800-327-4357‘

Libreng serbisyo sa pagsasalin. Maaari kang kumuha ng tagasain para basahin sa iyo ang mga dokumento sa wikang Tagalog. Para ikaw ay matulungan,

tawagan kami sa numerong nakalista sa gmg 1D card, kung mayroon man, o sa numerong 1-800-942-0854. Parasa karagdagang tulong tawagan ang CA

Dept. of Insurance sa numerong 1-800-927-4357.

Dich vy thdng dich mién phi. Quy vj co thé tim mdt thdng dich vién va nher dgc cac tai §éu ndy cho quy vi bling tiéng Vigt. D&

dugc %x‘:p d&, goi cho ching 16 tai so néu trén thé ID cia quy vi, ndu c6, hodc 1-800-942-0854. Dé dugc gitp A& thém goi cho Ban

Béo Hiém CA tai s6 1-800-927.4357.

WUy e 353 3ed @31 e Ly Jead siietueall Ay palt Aaids S aiteadlt BedE Rai Je J geaally an jias JlaaSY) i) AU dap 5 Clasd Jigm Y
.1-800-927-4357 a0 e CA J aalid Clipaldhh s Sl 830 Lusall o 3y a5 ,1:800-942-0854 o35 Joaad) b ool Aalild iy pall

39 AiE S ek T e ent B gl N AL 5 Sy 3 Aallba (51 gy g S 34 it 3 00 e 38 95 m La AR5 a2 i WA mas e
a8 has 1-800-927-4357 Ui AhS aap iy b iy haitd ) 5! .33 s Ao L U 1.800-942-0854 o el | (359 31y 300 53)

38 55 T bty saa. e JUS Sy iy S s Shaty @397 g gl SSn S ool s 53 3 U o N SAS S Silss @3 e s glaa T
a5 JS J6 it il bl @) ay 1-800-927-4357 oni ot Sty Saeay3m STy S 43 1-800-842-0854 4 skl iy e 3.5 5e S

CA LAP STANDALONE NOTICE (09/08)



