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Code Description

Plan Pay for 
Delta Dental 

Medicare 
Advantage 

Dentist

Copayment
(in-network) 

Plan pay for 
Nonparticiptaing 
(out-of-network) 

Dentist

Copayment
(out-of-network)

Benefit Limitations

If yes, this 
procedure may 

require review or 
documentation

Documentation Required

D0120
periodic oral evaluation - established 
patient 100% $0.00 100% $20.00 Once per six month period

D0140
limited oral evaluation - problem 
focused 100% $0.00 100% $20.00 

Once per six month period or as needed 
for diagnosis of emergency condition

D0150
comprehensive oral evaluation - new 
or established patient 100% $0.00 100% $20.00 Once per three year period

D0170

re-evalution - limited, problem focused 
(established patient; not post-
operative visit) 100% $0.00 100% $20.00 Once per six month period

D0210 intraoral - complete series 100% $0.00 100% $20.00 

In Network Provider: Once per Calendar 
Year

Non-participating Provider: Once per 3 
year period

D0220 intraoral - periapical first image 100% $0.00 100% $20.00 2 per 12 month period

D0230
intraoral - periapical each additional 
image 100% $0.00 100% $20.00 2 per 12 month period

D0270 bitewing - single image 100% $0.00 100% $20.00 
D0272 bitewings - two images 100% $0.00 100% $20.00 
D0273 bitewings - three images 100% $0.00 100% $20.00 
D0274 bitewings - four images 100% $0.00 100% $20.00 

D0330 panoramic image 100% $0.00 100% $20.00 

In Network Provider: Once per Calendar 
Year

Non-participating Provider: Once per 3 
year period

D1110 prophylaxis - adult 100% $10.00 100% $30.00 Once per six month period

This section provides a list of dental procedures covered by your plan.  If a procedure is not on this list, it is not a standard covered benefit under your plan.  Standard benefit limitations under these 
programs are listed where applicable in the Benefit Limitations column. Some services share frequencies. Additional information on the frequency limitations can be found in Section VII of your Delta 
Dental Certificate. The May Require Review or Documentation column identifies whether a procedure may require diagnostic information or may be routinely reviewed.

D1000-D1999 Preventive

D0100-D0999 Diagnostic

Up to 4 films per Calendar Year
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