
MetLife ~ommonwealth of Massachusetts 
~ Group Insurance Commission 

Group Dental Your Dental Benefit Plan 

GIC retiree dental 
plan handbook 
Effective 7/1/2018 



 
    

   
   

   
     

Dear retiree, 
Please review the handbook carefully and save it for future reference. This 
handbook is a summary of benefits and does not include all covered services 
and exclusions. Any given procedure is subject to MetLife’s review. If you have 
any additional questions about your GIC retiree dental plan benefits, please 
visit www.metlife.com/GIC or call the customer service toll-free number 
1-866-292-9990. 

www.metlife.com/GIC
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Retiree dental plans 
offered through the group 
insurance commission 
Group number: 144492 
Who can enroll in the GIC retiree dental plan? 

All Commonwealth of Massachusetts retirees, survivors of GIC members, retired  
municipal teachers in the GIC RMT program, and elderly governmental retirees and  
certain municipal retirees can enroll. Dependents of eligible retirees are eligible if  
they are covered under the retiree’s GIC health plan. If you have questions about  
whether  or  not you or your  dependents are eligible, please contact the Group  
Insurance Commission at 617-727-2310. If you have questions about the dental plan  
benefits, please call MetLife at  1-866-292-9990. 

When can you enroll? 

You can enroll in the dental plan: 

• Upon retirement 

• When your  COBRA dental coverage ends 

• During the GIC’s annual enrollment 

• When you become a survivor of a GIC member 

When can I add my spouse or dependent to my GIC dental plan? 

You can add a spouse or  dependent, not previously  locked out, during annual 
enrollment or  within 60 days of a qualifying event. Acceptable documentation 
of the qualifying event and the enrollment/change form must be received at the 
GIC within 60 days of the qualifying event. Qualifying events include: 

• Marriage 

• Birth 

• Adoption 

• Court order/judgment 

• Spouse’s annual enrollment 

• Loss of eligibility of Medicaid or CHIP coverage 

Retired employees return forms to the GIC. Forms and documentation must 
be received at the GIC within 60 days of the qualifying event. Documents 
and forms received after  60 days of the qualifying event will be denied 
and you must wait until the next annual enrollment to add your  spouse/ 
dependent(s) to your  coverage. 
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When does coverage begin? 

Coverage begins the first of the month following acceptance by   
the GIC of a completed and signed enrollment form. 

When does coverage end? 

Your  insurance will end on the earliest of: 

• the date the group policy ends; 

• the date you cease to be eligible; 

• the last day of the calendar month in which premium was paid. 

If you drop your dental coverage, you will never be allowed to rejoin the plan. 
Please see question 5 on page 5 for  further details. 

Do I need an ID card? 

Although an ID card is not necessary, MetLife provides a dental ID card upon 
enrollment with your group number  144492. If you need a duplicate ID card, 
please call 1-866-292-9990. 

What happens if my claims exceed the annual maximum  
of $1,250? 

You are responsible for any charges above the annual maximum.  
If you use a network dentist, you may continue to benefit from  
the negotiated fees,1 even after you exceed the $1,250 annual  
plan maximum. 

Dental plan features 

The GIC dental group number  is 144492.  

The complete list of covered services with the maximum amounts payable is 
provided in this handbook. 

• T he annual benefit maximum is $1,250 per  member, per  calendar year. 

•  Orthodontic coverage is not available under  the GIC retiree dental plan. 

•  Pretreatment estimates are recommended for any treatment that costs more 
than $300.2  

• There are no individual or  family  deductibles. 

1. Negotiated fees refer to the fees that in-network dentists have agreed to accept as payment in full for covered services, subject to any co-payments, deductibles, cost   
sharing and benefits maximums. Negotiated fees are subject to change. Negotiated fees do not apply to non-covered services in states which prohibit limits on fees for  
services that a plan does not cover. At the time this handbook was prepared, negotiated fees extended to non-covered services rendered in Massachusetts, but may not  
be available to other  states. 

2. MetLife strongly recommends that you have your dentist submit a pretreatment estimate to MetLife if the cost is expected to exceed $300. When your dentist suggests treatment,  
have him or her send a claim form, along with the proposed treatment plan and supporting documentation, to MetLife. An Explanation of Benefits (EOB) will be sent to you and  
the dentist detailing an estimate of what services MetLife will cover and at what payment level. Actual payments may vary from the pretreatment estimate depending upon annual  
maximums, deductibles, plan frequency limits and other  plan provisions at time of payment. 
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Summary of primary covered services 
Your dental plan provides benefits for any covered service that is necessary as determined by  
MetLife in terms of generally  accepted dental standards. 

Services How many/How often 

Prophylaxis (cleanings) • Two cleanings per  calendar  year. 

Oral examinations • Two oral exams per  calendar  year. 

Topical fluoride applications • Fluoride treatment for  children once per  calendar  year  to age 19. 

X-rays • O ne complete X-rays series or  panoramic film; one every  five years. 

• O ne bitewing X-rays series per  calendar  year; single X-rays as required. 

Sealants • Sealan ts for  children to age 19, once per  permanent non-restored molar  in a 48-month period. 

Fillings  •  Fillings — amalgam (silver) fillings on all teeth. 

•  Fillings — composite (white) fillings on front and posterior  teeth.  All fillings are limited to one tooth 
in a 12-month period. 

Emergency/palliative •  Procedures necessary  to relieve acute pain. 

Dentures, crowns and bridges •  Repairs and recementing to existing partial or  complete dentures once every  12 months. 

• R elining and rebasing of existing removable partial or  complete dentures, if at least 6 months have 
passed since the installation of the existing removable dentures, and not more than once in any  
36-month period. 

Extractions •  Simple extractions and other  routine oral surgery. 

Dentures, crowns and bridges  •  Bridges, buildups, post and core replacements limited to once every  84 months. 

• Crown lengthening, once per  site every five years. 

•  Crowns over  natural teeth, buildups, post and core replacements limited to once every  84 months. 

•  Partial and complete dentures, replacement limited to once every  84 months. 

Bridges and dentures •  Implants and implant prosthetics limited to once every 84 months for the same tooth position. 

Dental implants and implant prosthetics • Root canal therapy once per  lifetime per  tooth. 

Endodontics •  General anesthesia or intravenous (I.V.) sedation for  complex surgical procedures. 

General anesthesia  • Gingivectomies once every  24 months. 

•  Periodontal scaling and root planing not more than once per  quadrant in 24 months. 
Periodontics •  Osseous (bone) surgery  once per  quadrant every  36 months (bone gr+afts excluded). 

•  Periodontal maintenance is limited to four  times in any year  less the number of teeth cleanings 
received during the calendar year. 

Bruxism •  Mouth guards for  bruxism (teeth grinding). 

If you use a participating dentist, you may  continue to benefit from the negotiated fees, even after   
you exceed the $1,250.00 annual plan maximum.1 

1. Negotiated fees do not apply to non-covered services in states which prohibit limits on fees for  services that a plan does not cover. At the time this handbook was prepared,   
negotiated fees extended to non-covered services rendered in Massachusetts, but may not be available to other states. 

http:1,250.00
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Common questions, 
important answers 
What is a participating dentist? 

A participating dentist is a general dentist or specialist who accepts 
a schedule of reduced fees for services rendered to individuals 
covered under the MetLife preferred dentist program. Negotiated 
fees typically range from 30–45% below the average fees charged 
by dentists in your area for the same or substantially similar services.1 

How do I find a participating dentist? 

There are thousands of general dentists and specialists to choose 
from nationwide, so you are sure to find one who meets your 
needs. You can get a list of these participating dentists and their 
locations online at www.metlife.com/GIC or call the toll-free 
number 1-866-292-9990 to have a list faxed or mailed to you. 

Does the preferred dentist program offer negotiated fees on 
non-covered services? 

In Massachusetts, the in-network scheduled fees may extend to 
non-covered services, such as cosmetic dentistry or orthodontia, 
providing participants with savings on these non-covered services. 
You will pay the full cost for non-covered services.2 

May I choose a non-participating dentist? 

Yes. You are always free to select the dentist of your choice. 
However, if you choose a dentist who does not participate in 
the MetLife network, your out-of-pocket expenses may be more, 
since you will be responsible for paying any difference between 
the dentist’s fee and your plan’s payment. If you receive services 
from a participating dentist, you are only responsible for the 
difference between the in-network fee for the covered service 
and your plan’s payment. 

www.metlife.com/GIC


   
  

 
     

   

 

   
    

    
   

  

    
  

 
  

  

   

  

     
   

     
      

       
   

5 Common questions, important answers 

What is an alternate benefit? 

Where there are two or more professionally acceptable dental 
treatments for a dental condition, with both the network dentist and 
the non-participating dentist, benefits are based on the lowest cost 
of method of treatment. If you and your dentist agree to the more 
expensive procedure, you will be liable for the difference between 
the more expensive procedure and the plan benefit.3 

Does this plan cover dental implants? 

Yes. The dental plan will cover implants and implant-related services. 

Can my dentist apply for the preferred dentist program? 

Yes. If your current dentist does not participate in the preferred dentist 
program and you’d like to encourage him or her to apply to become a 
network dentist, tell your dentist to visit www.metdental.com or call 
1-877-MET-3379 for an application. The website and phone number 
are designed for use by dental professionals only. 

How are claims processed? 

Your dentist may submit your claims for you, which helps to reduce 
your paperwork. You can track your claims online and even receive 
e-mail alerts when a claim has been processed. If you need a claim 
form, you can find one online at www.metlife.com/GIC or request 
one by calling the toll-free number 1-866-292-9990. 

What happens if I terminate my dental coverage? 

If you and/or your dependent enroll in the dental plan and cancel 
coverage, re-enrollment will be prohibited. 

1. Based on internal analysis by MetLife. 

2. Negotiated fees do not apply to non-covered services in states which prohibit limits on fees for services that a plan does not cover. At the time this handbook was 
prepared, negotiated fees extended to non-covered services rendered in Massachusetts. Please contact our customer service toll-free number 1-866-292-9990. 

3. To avoid any misunderstandings, we suggest you discuss treatment options with your dentist before services are rendered, and obtain a pretreatment estimate of 
benefits prior to receiving certain high-cost services such as crowns, bridges or dentures. You and your dentist will each receive an Explanation of Benefits (EOB) 
outlining the services provided, your plan’s reimbursement for those services, and your out-of-pocket expense. Actual payments may vary from the pretreatment 
estimate depending upon annual maximums, plan frequency limits, deductibles and other limits applicable at time of payment. 

www.metlife.com/GIC
http:www.metdental.com
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Services not covered 
by the plan 
We will not pay dental insurance benefits for charges incurred for: 

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

2.  Services for  which you would not be required to pay in the 
absence of dental insurance. 

3.  Services or  supplies received by you or your  dependent before 
the dental insurance starts for  that person. 

4.  Services which are neither performed nor prescribed by a 
dentist except for  those services of a licensed dental hygienist 
which are supervised and billed by a dentist and which are for: 
• Scaling and polishing of teeth; or 
• Fluoride treatments. 

5.  Services which are primarily  cosmetic, (for residents of Texas, 
see notice page section). 

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

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

8.  Restorations or  appliances used for  the purpose of   
periodontal splinting. 

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

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

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

12.  Missed appointments. 
13.  Services: 

•  covered under  any workers’ compensation or  occupational  
disease law; 

• covered under  any employer  liability  law; 
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• for  which the employer of the person receiving such services 
is not required to pay; or 

•  r eceived at a facility  maintained by the policyholder, labor  
union, mutual benefit association, or VA hospital. 

14.  Services covered under other coverage provided by   
the policyholder. 

15  Temporary  or  provisional restorations. 
16.  Temporary  or  provisional appliances. 
17.  Prescription drugs. 
18.  Services for  which the submitted documentation indicates a  

poor  prognosis. 
19. The following when charged by the dentist on a separate basis: 

• claim form completion; 
•    infection control such as gloves, masks, and sterilization  

of supplies; or 
•  local anesthesia, non-intravenous conscious sedation or   

analgesia such as nitrous oxide. 
20.  Caries susceptibility  tests. 
21. Fixed and removable appliances for correction of harmful habits. 
22. Precision attachments associated with fixed and  

removable prostheses. 
23.  Duplicate prosthetic devices or  appliances. 
24. Replacement of a lost or  stolen appliance, cast restoration  

or  denture. 
25. Repair or replacement of an orthodontic device. 
26. Diagnosis and treatment of temporomandibular joint disorders. 
27.  Intra and extraoral photographic images. 
28. Orthodontia. 

Cancellation/termination of benefits: Coverage is provided under  a group insurance policy  
(Policy form GPNP99) issued by MetLife. Coverage terminates when your  membership ceases;  
when your dental contributions cease; upon termination of the group policy by the policyholder;  
for  non-payment of premium; or, if  participation requirements are not met. The following   
services that are in progress while coverage is in effect will be paid after  the coverage ends,   
if  the applicable installment or  the treatment is finished within 31 days after  individual termination  
of coverage: completion of a prosthetic device, crown or root canal therapy.  
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List of covered services — 
maximum payment 

Procedure Description Maximum payment 
code effective July 2018 
00120 Periodic oral evaluation $35.00 

00140 Limited oral evaluation — problem focused $50.00 

00145 Oral evaluation for patient under age of 3 $33.00 

00150 Comprehensive oral evaluation — new or established patient $55.00 

00160 Detailed and extensive oral evaluation — problem focused, by report $52.00 

00170 Limited oral re-evaluation — problem focused $32.00 

00180 Comprehensive periodontal evaluation — new or established patient $50.00 

00190 Screening of a patient $13.00 

00191 Assessment of a patient $13.00 

00210 Intraoral — complete series (including bitewings) $99.00 

00220 Intraoral — periapical first film $18.00 

00230 Intraoral — periapical each additional film $15.00 

00240 Intraoral — occlusal film $28.00 

00250 Extraoral — first film $32.00 

00251 Extraoral posterior image $32.00 

00270 Bitewing — single image $17.00 

00272 Bitewings — two images $33.00 

00273 Bitewings — three images $40.00 

00274 Bitewings — four images $48.00 

00277 Vertical bitewings 7–8 images $45.00 

00330 Panoramic radiographic image $79.00 

00350 Oral/facial images $69.00 

00391 Interpretation — diagnostic image $13.00 

00415 Lab test $40.00 

00417 Saliva sample collection $14.00 

00422 Collect & prep genetic sample $9.00 

00460 Pulp vitality tests $40.00 

00470 Diagnostic casts $68.00 

01110 Prophylaxis — adult $84.00 

01120 Prophylaxis — child $64.00 

01206 Topical application of fluoride varnish $28.00 

01208 Topical application of fluoride $28.00 

01351 Sealant — per tooth $40.00 

01352 Preventative resin restoration $40.00 

01353 Sealant repair — per tooth $10.00 

01354 Interim caries medicament $20.00 

01510 Space maintainer — fixed — unilateral $84.00 

01515 Space maintainer — fixed — bilateral $140.00 

01520 Space maintainer — removable — unilateral $95.00 

01525 Space maintainer — removable — bilateral $149.00 

01550 Recementation of space maintainer $20.00 



 Procedure  Description  Maximum payment 
 code   effective July 2018 

  01575  Distal space maintainer fixed  $84.00 

  02140 Amalgam —    one surface, primary or permanent $58.00 

  02150 Amalgam —    two surfaces, primary or permanent $74.00 

  02160 Amalgam —    three surfaces, primary or permanent $90.00 

  02161 Amalgam —      four or more surfaces, primary or permanent $96.00 

  02330 Resin-based composite —  one surface, anterior $67.00 

  02331 Resin-based composite —  two surfaces, anterior $92.00 

  02332 Resin-based composite —  three surfaces, anterior $114.00 

  02335 Resin-based composite —     four or more surfaces or involving incisal angle, anterior $121.00 

  02390  Resin-based composite crown, anterior $116.00 

  02391 Resin-based composite —  one surface, posterior $67.00 

  02392 Resin-based composite —  two surfaces, posterior $84.00 

  02393 Resin-based composite —  three surfaces, posterior $81.00 

  02394 Resin-based composite —    four or more surfaces, posterior $96.00 

  02510  Inlay — metallic —  one surface $50.00 

  02520  Inlay — metallic —  two surfaces $62.00 

  02530  Inlay — metallic —   three or more surfaces $77.00 

  02542  Onlay — metallic —  two surfaces $288.00 

  02543  Onlay — metallic —  three surfaces $339.00 

  02544  Onlay — metallic —    four or more surfaces $339.00 

  02610  Inlay — porcelain/ ceramic —  one surface $50.00 

  02620  Inlay — porcelain/ ceramic —  two surfaces $62.00 

  02630  Inlay — porcelain/ ceramic —   three or more surfaces $77.00 

  02642  Onlay — porcelain/ ceramic —  two surfaces $288.00 

  02643  Onlay — porcelain/ ceramic — three surfaces  $339.00 

  02644  Onlay — porcelain/ ceramic —   four or more surfaces  $339.00 

  02650  Inlay — resin-based composite — one surface  $50.00 

  02651  Inlay — resin-based composite — two surfaces  $62.00 

  02652  Inlay — resin-based composite —   three or more surfaces $77.00 

  02662  Onlay — resin-based composite — two surfaces  $288.00 

  02663  Onlay — resin-based composite — three surfaces  $339.00 

  02664  Onlay — resin-based composite —   four or more surfaces  $339.00 

  02710 Crown — resin-based composite (indirect)  $158.00 

  02712 Crown — 3/4 resin-based composite (indirect)  $158.00 

  02720 Crown — resin with high noble metal  $326.00 

  02721 Crown —  resin with predominantly base metal  $275.00 

  02722 Crown —  resin with noble metal $298.00 

  02740 Crown — porcelain/ ceramic substrate  $385.00 

  02750 Crown —  porcelain fused to high noble metal $385.00 

  02751 Crown —   porcelain fused to predominantly base metal $333.00 

  02752 Crown —  porcelain fused to noble metal $356.00 

  02780 Crown — 3/4 cast high noble metal  $326.00 

  02781 Crown —  3/4 cast predominantly base metal  $275.00 

  02782 Crown — 3/4 cast noble metal  $298.00 

  02783 Crown —  3/4 porcelain/ ceramic $326.00 

  02790 Crown —  full cast high noble metal $385.00 

  02791 Crown —  full cast predominantly base metal  $333.00 

9 List of covered services — maximum payment 



   
   

   

   

    

    

   

    

   

   

   

    

    

   

    

    

   

    

   

   

    

    

     

     

    

    

    

    

   

   

   

    

    

     

     

    

    

    

     

     

     

      

     

      

   

   

   

   

   

     

Procedure Description Maximum payment 
code effective July 2018 
02792 Crown — full cast noble metal $356.00 

02794 Crown — titanium $385.00 

02910 Recement inlay, onlay, or partial coverage restoration $37.00 

02915 Recement cast or prefabricated post and core $37.00 

02920 Recement crown $37.00 

02929 Prefabricated porcelain/ ceramic crown — primary tooth $92.00 

02930 Prefabricated stainless steel crown — child $70.00 

02931 Prefabricated stainless steel crown — adult $70.00 

02932 Prefabricated resin crown $70.00 

02933 Prefabricated stainless steel crown with resin window $84.00 

02934 Prefabricated esthetic coated stainless steel crown — primary tooth $84.00 

02940 Protective restoration $37.00 

02950 Core buildup, including any pins $59.00 

02951 Pin retention — per tooth, in addition to restoration $21.00 

02952 Cast post and core in addition to crown $116.00 

02953 Each additional indirectly fabricated post — same tooth $55.00 

02954 Prefabricated post and core in addition to crown $91.00 

02957 Each additional prefabricated post — same tooth $26.00 

02960 Labial veneer (resin laminate) — chairside $125.00 

02961 Labial veneer (resin laminate) — laboratory $300.00 

02962 Labial veneer (porcelain laminate) — laboratory $350.00 

02971 Additional procedures to construct new crown under existing partial denture framework $47.00 

02980 Crown repair, by report $78.00 

02981 Inlay repair $78.00 

02982 Onlay repair $78.00 

02983 Veneer repair $78.00 

02990 Resin infiltration/ smooth surface $40.00 

03110 Pulp cap — direct (excluding final restoration) $20.00 

03120 Pulp cap — indirect (excluding final restoration) $20.00 

03220 Therapeutic pulpotomy (excluding final restoration) $46.00 

03221 Pulpal debridement, primary and permanent teeth $42.00 

03230 Pulpal therapy (restorable filling) — anterior, primary tooth $84.00 

03240 Pulpal therapy (restorable filling) — posterior, primary tooth $90.00 

03310 Root canal therapy anterior, excluding final restoration $205.00 

03320 Root canal therapy bicuspid, excluding final restoration $249.00 

03330 Root canal therapy molar, excluding final restoration $361.00 

03331 Internal root repair of perforation defects $60.00 

03332 Incomplete endodontic therapy — inoperable, unrestorable or fractured tooth $120.00 

03333 Internal root repair of perforation defects $100.00 

03346 Retreatment of previous root canal therapy — anterior $215.00 

03347 Retreatment of previous root canal therapy — bicuspid $267.00 

03348 Retreatment of previous root canal therapy — molar $382.00 

03351 Apexification/recalcification — initial visit $41.00 

03352 Apexification/recalcification — interim medication replacement $25.00 

03353 Apexification/recalcification — final visit $41.00 

03355 Pulpal regeneration — initial visit $25.00 

03356 Pulpal regeneration — interim medication replacement $13.00 

03357 Pulpar regeneration completion of treatment $25.00 

10 List of covered services — maximum payment 



   
   

     

     

      

     

     

      

      

    

    

     

    

    

        
     

      
     

        

     
     

   
     

    

   

       
     

     
     

   

   

   

    

    

    

   

    

    

   

    

   

   

   

   

      

    

   

   

     

   

    

11 List of covered services — maximum payment 

Procedure Description Maximum payment 
code effective July 2018 
03410 Apicoectomy/periradicular surgery — anterior $161.00 

03421 Apicoectomy/periradicular surgery — bicuspid (first root) $161.00 

03425 Apicoectomy/periradicular surgery — molar (first root) $161.00 

03426 Apicoectomy/periradicular surgery (each additional root) $108.00 

03427 Periraducular surgery without apicoectomy $121.00 

03428 Bone graft with periradicular surgery — per tooth single site $89.00 

03429 Bone graft with periradicular surgery — each additional contiguous tooth per site $81.00 

03430 Retrograde filling — per root $54.00 

03431 Biologic materials — in conjunction with periradicular surgery $124.00 

03432 Guided tissue regeneration — per site with periradicular surgery $188.00 

03450 Root amputation — per root $113.00 

03920 Hemisection (including any root removal) $108.00 

04210 Gingivectomy or gingivoplasty — four or more contiguous teeth 
or bounded teeth spaces per quadrant $161.00 

04211 Gingivectomy or gingivoplasty — one to three contiguous teeth 
or bounded teeth spaces per quadrant $47.00 

04212 Gingivectomy or gingivoplasty for access to restorative procedure, per tooth $14.00 

04240 Gingival flap procedure, including root planing — four or more contiguous 
teeth or bounded teeth spaces, per quadrant $215.00 

04241 Gingival flap procedure, including root planing — one to three contiguous 
teeth or bounded teeth spaces, per quadrant $129.00 

04245 Apically positioned flap $88.00 

04249 Clinical crown lengthening — hard tissue $226.00 

04260 Osseous surgery (including flap entry and closure) — four or more 
contiguous teeth or bounded teeth spaces, per quadrant $377.00 

04261 Osseous surgery (including flap entry and closure) — one to three 
contiguous teeth or bounded teeth spaces, per quadrant $226.00 

04263 Bone replacement graft — first site in quadrant $89.00 

04264 Bone replacement graft — each additional site in quadrant $81.00 

04265 Biologic materials to aid in soft and osseous tissue regeneration $124.00 

04266 Guided tissue regeneration — restorable barrier, per site $188.00 

04267 Guided tissue regeneration — nonrestorable barrier, per site $188.00 

04268 Surgical revision procedure — per tooth $169.00 

04270 Pedicle soft tissue graft procedure $226.00 

04273 Subepithelial tissue graft — per tooth $262.00 

04274 Distal or proximal wedge procedure $106.00 

04275 Soft tissue allograft $262.00 

04276 Combined tissue and double pedicle graft — per tooth $228.00 

04277 Free soft tissue graft — first tooth $226.00 

04278 Free soft tissue graft — each additional contiguous tooth $113.00 

04283 Subepithelial tissue graft/ additional $131.00 

04285 Soft tissue allograft/ additional $131.00 

04341 Periodontal scaling and root planing — four or more teeth per quadrant $69.00 

04342 Periodontal scaling and root planing — one to three teeth per quadrant $41.00 

04346 Scaling gingival inflammation $77.00 

04355 Full mouth debridement to enable comprehensive evaluation and diagnosis $28.00 

04381 Localized delivery of antimicrobial agents via controlled release $30.00 

04910 Periodontal maintenance $47.00 

05110 Complete upper denture $374.00 
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Procedure  Description  Maximum payment  
code   effective July  2018 

 05120  Complete lower  denture  $374.00 

 05130  Immediate upper  denture  $396.00 

 05140  Immediate lower  denture  $396.00 

 05211  Partial upper  denture, resin base  $315.00 

 05212  Partial lower  denture, resin base  $315.00 

 05213  Partial upper  denture, cast metal frame  $425.00 

 05214  Partial lower  denture, cast metal frame  $425.00 

 05221  Immediate maxillary  partial resin  $315.00 

 05222  Immediate mandibular  partial resin  $315.00 

 05223  Immediate maxillary  partial metal  $425.00 

 05224  Immediate mandibular  partial metal  $425.00 

 05225  Maxillary  partial upper  denture flexible base (including clasps, rests and teeth)  $425.00 

 05226  Mandibular  partial lower  denture flexible base (including clasps, rests and teeth)  $425.00 

 05281  Removable unilateral partial denture  $218.00 

 05410  Adjust complete upper  denture  $32.00 

 05411  Adjust complete lower  denture  $32.00 

 05421  Adjust partial upper  denture  $32.00 

 05422  Adjust partial lower  denture  $32.00 

 05511  Repair  denture base manibular   $62.00 

 05512  Repair  denture base maxiliary   $62.00 

 05520  Replace missing or  broken teeth — complete denture (each tooth)  $56.00 

 05611  Repair  resin partial manibular  $60.00 

 05612  Repair  resin partial maxiliary  $60.00 

 05621  Repair  resin cast partial manibular  $95.00 

 05622  Repair  resin cast partial maxiliary  $95.00 

 05630  Repair  or  replace broken clasp  $95.00 

 05640  Replace broken teeth — per  tooth  $52.00 

 05650  Add tooth to existing partial denture  $86.00 

 05660  Add clasp to existing partial denture  $86.00 

 05670  Replace all teeth and acrylic on cast metal framework (maxillary)  $159.00 

 05671  Replace all teeth and acrylic on cast metal framework (mandibular)  $159.00 

 05710  Rebase complete upper  denture  $159.00 

 05711  Rebase complete lower  denture  $159.00 

 05720  Rebase partial upper  denture  $155.00 

 05721  Rebase partial lower  denture  $155.00 

 05730  Reline complete upper  denture, chairside  $112.00 

 05731  Reline complete lower  denture, chairside  $112.00 

 05740  Reline partial upper  denture, chairside  $99.00 

 05741  Reline partial lower  denture, chairside  $99.00 

 05750  Reline complete upper  denture, lab  $164.00 

 05751  Reline complete lower  denture, lab  $164.00 

 05760  Reline partial upper  denture, lab  $159.00 

 05761  Reline partial lower  denture, lab  $159.00 

 05820  Interim partial upper  denture  $149.00 

 05821  Interim partial lower  denture  $149.00 

 05850  Tissue conditioning, upper  denture  $51.00 

 05851  Tissue conditioning, lower  denture  $51.00 



   
   

    

   

   

   

   

    

    

   

   

   

   

   

   

    

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

    

   

   

   

    

   

   

   

    

   

     

     

    

     

      

     

     

     

13 List of covered services — maximum payment 

Procedure Description Maximum payment 
code effective July 2018 
05863 Overdenture — complete maxillary $400.00 

05864 Overdenture — partial maxillary $340.00 

05865 Overdenture — complete mandibular $400.00 

05866 Overdenture — partial mandibular $340.00 

06010 Endosteal implant $392.00 

06012 Placement of interim implant $369.00 

06013 Surgical placement of mini implant $376.00 

06040 Eposteal implant $344.00 

06050 Transosteal implant $420.00 

06052 Semi-precision attach abutment $76.00 

06056 Prefab implant abutment $54.00 

06057 Custom implant abutment $79.00 

06058 Implant crown — porcelain $249.00 

06059 Implant crown — porcelain high noble $269.00 

06061 Implant crown — porcelain noble metal $224.00 

06062 Implant crown — cast high noble $191.00 

06064 Implant crown — cast noble metal $178.00 

06065 Implant crown — porcelain $240.00 

06066 Implant crown — porcelain-metal $254.00 

06067 Implant crown — metal $241.00 

06092 Recement crown $37.00 

06093 Recement implant/abutment supported fixed partial denture $46.00 

06104 Graft implant placement $89.00 

06110 Implant overdenture — maxillary $492.00 

06111 Implant overdenture — mandibular $492.00 

06112 Implant overdenture — partial maxillary $418.00 

06113 Implant overdenture — partial mandibular $418.00 

06205 Pontic — indirect resin-based composite $210.00 

06210 Pontic — cast high noble metal $373.00 

06211 Pontic — cast predominantly base metal $322.00 

06212 Pontic — cast noble metal $345.00 

06214 Pontic — titanium $373.00 

06240 Pontic — porcelain fused to high noble metal $367.00 

06241 Pontic — porcelain fused to predominantly base metal $322.00 

06242 Pontic — porcelain fused to noble metal $345.00 

06245 Pontic — porcelain/ceramic $345.00 

06250 Pontic — resin with high noble metal $322.00 

06251 Pontic — resin with predominantly base metal $272.00 

06252 Pontic — resin with noble metal $294.00 

06545 Retainer — cast metal for resin-bonded fixed prosthesis $128.00 

06548 Retainer — porcelain/ceramic for resin-bonded fixed prosthesis $180.00 

06549 Resin retainer — fixed prosthesis $135.00 

06600 Retainer inlay — porcelain/ceramic, two surfaces $450.00 

06601 Retainer inlay — porcelain/ceramic, three or more surfaces $450.00 

06602 Retainer inlay — cast high noble metal, two surfaces $65.00 

06603 Inlay — cast high noble metal, three or more surfaces $81.00 

06604 Inlay — cast predominantly base metal, two surfaces $130.00 



   
   

      

    

     

    

     

    

     

     

      

    

     

    

    

   

   

    

   

    

   

    

   

   

    

   

   

   

    

   

   

    

   

    

   

    

    

    

      

      

     
   

    

   

   

     

   

   

    

14 List of covered services — maximum payment 

Procedure Description Maximum payment 
code effective July 2018 
06605 Inlay — cast predominantly base metal, three or more surfaces $170.00 

06606 Inlay — cast noble metal, two surfaces $250.00 

06607 Inlay — cast noble metal, three or more surfaces $250.00 

06608 Onlay — porcelain/ceramic, two surfaces $320.00 

06609 Onlay — porcelain/ceramic, three or more surfaces $375.00 

06610 Onlay — cast noble metal, two surfaces $250.00 

06611 Onlay — cast high noble metal, three or more surfaces $339.00 

06612 Onlay — cast predominantly base metal, two surfaces $130.00 

06613 Onlay — cast predominantly base metal, three or more surfaces $170.00 

06614 Onlay — cast noble metal, two surfaces $125.00 

06615 Onlay — cast noble metal, three or more surfaces $250.00 

06624 Inlay — titanium $240.00 

06634 Onlay — titanium $339.00 

06710 Crown — indirect resin-based composite $160.00 

06720 Crown — resin with high noble metal $326.00 

06721 Crown — resin with predominantly base metal $275.00 

06722 Crown — resin with noble metal $298.00 

06740 Crown — porcelain/ceramic $326.00 

06750 Crown — porcelain fused to high noble metal $385.00 

06751 Crown — porcelain fused to predominantly base metal $337.00 

06752 Crown — porcelain fused to noble metal $356.00 

06780 Crown — 3/4 cast high noble metal $326.00 

06781 Crown — 3/4 cast predominantly base metal $275.00 

06782 Crown — 3/4 cast noble metal $298.00 

06783 Crown — 3/4 porcelain/ceramic $245.00 

06790 Crown — full cast high noble metal $385.00 

06791 Crown — full cast predominantly base metal $333.00 

06792 Crown — full cast noble metal $356.00 

06794 Crown — titanium $385.00 

06920 Connector bar $120.00 

06930 Recement bridge $46.00 

06980 Bridge repair, by report $86.00 

07111 Extraction, coronal remnants — deciduous tooth $36.00 

07140 Extraction, erupted tooth or exposed root $41.00 

07210 Extraction, erupted tooth or exposed root $61.00 

07220 Removal of impacted tooth — soft tissue $89.00 

07230 Removal of impacted tooth — partially bony $116.00 

07240 Removal of impacted tooth — completely bony $143.00 

07241 Removal of impacted tooth — completely bony, with unusual 
surgical complications $154.00 

07250 Surgical removal of residual tooth roots (cutting procedure) $79.00 

07251 Coronectomy $143.00 

07260 Oroantral fistula/root surgery $175.00 

07261 Primary closure of a sinus perforation $240.00 

07270 Tooth replantation $100.00 

07272 Tooth transplantation $80.00 

07280 Surgical access of an unerupted tooth $120.00 



   
   

     

    

   

    

    

    

     

    

     

    
    
    

     

      

    

    

    

    

    

    
    

    

    

    

   

   

   

    

   

    

    

     

     

   

   

   

   

   

   

   

    

    

    

   

   

   

   

   

15 List of covered services — maximum payment 

Procedure Description Maximum payment 
code effective July 2018 
07282 Mobilization of erupted or malpositioned tooth to aid eruption $110.00 

07287 Cytology sample $25.00 

07288 Brush biopsy $25.00 

07290 Surgical repositioning of teeth $130.00 

07310 Alveoloplasty, in conjunction with extractions — per quadrant $59.00 

07311 Alveoloplasty in conjunction with extractions, one to three teeth $35.00 

07320 Alveoloplasty not in conjunction with extractions — per quadrant $86.00 

07321 Alveoloplasty not in conjunction with extractions — one to three $52.00 

07340 Vestibuloplasty — ridge extension (secondary epithelialization) $300.00 

07350 Vestibuloplasty — ridge extension (including soft tissue grafts, 
muscle reattachment, revision of soft tissue attachment and 
management wwof hypertrophied and hyperplastic tissue) $490.00 

07450 Remove odontogenic cyst/tumor — diameter up to 1.25 Cm $150.00 

07451 Remove odontogenic cyst/tumor — diameter greater than 1.25 Cm $300.00 

07471 Removal of lateral exostosis $150.00 

07472 Removal of torus palatinus $200.00 

07473 Removal of torus mandibularis $175.00 

07485 Surgical reduction of osseous tuberosity $130.00 

07510 Incision and drainage of abscess — intraoral soft tissue $60.00 

07511 Incision and drainage of abscess — intraoral soft tissue, complicated 
(includes drainage of multiple fascial spaces) $75.00 

07520 Incision and drainage of abscess — extraoral soft tissue $95.00 

07521 Incision and drainage of abscess — extraoral soft tissue (complicated) $100.00 

07921 Collect and application of autologous product $124.00 

07951 Sinus augmentation — lateral $272.00 

07952 Sinus augmentation — vertical $272.00 

07953 Bone graft $89.00 

07960 Frenulectomy — separate $90.00 

07963 Frenuloplasty $120.00 

07970 Excision of hyperplastic tissue $90.00 

07971 Excision of pericoronal gingiva $45.00 

07972 Surgical reduction of fibrous tuberosity $135.00 

09110 Palliative (emergency) treatment of dental pain, minor procedure $37.00 

09222 Deep sedation/general analgesia 1st 15min. $41.00 

09223 Deep sedation/general analgesia additional 15min. $41.00 

09239 Intravenous sedation 1st 15min. $38.00 

09243 Intravenous sedation additional 15min. $38.00 

09310 Consultation $50.00 

09311 Consult with medical professional $25.00 

09610 Therapeutic parenteral drug — single administration $18.00 

09612 Therapeutic parenteral drug — two or more administrations, different medication $18.00 

09910 Application of desensitizing medicine $12.00 

09911 Application of desensitizing resin $15.00 

09940 Occlusal guards $105.00 

09942 Repair/reline occlusal guards $105.00 

09943 Occlusal guard adjustment $105.00 

09951 Occlusal adjustment — limited $25.00 

09952 Occlusal adjustment — complete $100.00 
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Examples of potential savings 
When you use a participating dentist 

Out-of-network In-network 

Dentist’s usual Plan  Plan  
Procedure Your cost Negotiated fee Your cost 

charge payment payment 

#1110 — Cleaning $123.00 $84.00 $39.00 $100.00 $84.00 $16.00 

#2160 — Filling $263.00 $90.00 $173.00 $150.00 $90.00 $60.00 

Total for the visit $386.00 $174.00 $212.00 $250.00 $174.00 $76.00 

If you had used a participating dentist, you would have saved $136.00. 

Let’s assume you need a crown but you have already exceeded the plan’s annual maximum  
benefits. No additional benefits are payable under  the plan in the remainder of the calendar year. 

  

Out-of-network In-network 

Dentist’s usual Plan Plan
Procedure Your cost Negotiated fee Your cost 

charge payment payment 

#2750 — Crown $1,785.00 $0.00 $1,785.00 $999.00 $0.00 $999.00 

If you had used a participating dentist, you would have saved $786.00. You continue to benefit 
from the negotiated fees, even when you have exceeded the plan’s annual maximum of $1,250.00. 
If you receive services outside of Massachusetts, negotiated fees for  non-covered services may   
not apply. At the time this handbook was prepared, negotiated fees extended to non-covered  
services rendered in Massachusetts. If you have any questions, please contact our  customer   
services toll-free number  1-866-292-9990. 

Like most group benefits programs, benefit programs offered by MetLife contain certain exclusions, exceptions, waiting periods, reductions, limitations and terms for keeping 
them in force. Ask your MetLife group representative for  costs and complete details. 

http:of$1,250.00
http:1,785.00
http:1,785.00
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