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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% $10.00 100% $30.00 Once per six month period

D0140
limited oral evaluation - problem 
focused 100% $10.00 100% $30.00 

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

D0150
comprehensive oral evaluation - new 
or established patient 100% $10.00 100% $30.00 Once per three year period

D0170

re-evalution - limited, problem focused 
(established patient; not post-
operative visit) 100% $10.00 100% $30.00 Once per six month period

D0210 intraoral - complete series 100% $10.00 100% $30.00 Once per Calendar Year
D0220 intraoral - periapical first image 100% $10.00 100% $30.00 2 per 12 month period

D0230
intraoral - periapical each additional 
image 100% $10.00 100% $30.00 2 per 12 month period

D0270 bitewing - single image 100% $10.00 100% $30.00 4 per 12 month period
D0272 bitewings - two images 100% $10.00 100% $30.00 2 per 12 month period
D0273 bitewings - three images 100% $10.00 100% $30.00 1 per 12 month period
D0274 bitewings - four images 100% $10.00 100% $30.00 1 per 12 month period
D0330 panoramic image 100% $10.00 100% $30.00 Once per Calendar Year

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

D2140
amalgam - one surface, primary or 
permanent 100% $80.00 100% $100.00 

D2150
amalgam - two surfaces, primary or 
permanent 100% $80.00 100% $100.00 

D2160
amalgam - three surfaces, primary or 
permanent 100% $80.00 100% $100.00 

D2330
resin-based composite - one surface, 
anterior 100% $80.00 100% $100.00 

D2331
resin-based composite - two surfaces, 
anterior 100% $80.00 100% $100.00 

D2332
resin-based composite - three 
surfaces, anterior 100% $80.00 100% $100.00 

D2391
resin-based composite - one surface, 
posterior 100% $80.00 100% $100.00 

D2392
resin-based composite - two surfaces, 
posterior 100% $80.00 100% $100.00 

D2393
resin-based composite - three 
surfaces, posterior 100% $80.00 100% $100.00 

D2750*
crown - porcelain fused to high noble 
metal 100% $350.00 100% $437.50 Yes

D2751*
crown - porcelain fused to 
predominantly base metal 100% $350.00 100% $437.50 Yes

D2752* crown - porcelain fused to noble metal 100% $350.00 100% $437.50 Yes

D2791*
crown - full cast predominantly base 
metal 100% $350.00 100% $437.50 Yes

D2792* crown - full cast noble metal 100% $350.00 100% $437.50 Yes

D4341*
periodontal scaling and root planing - 
four or more teeth per quadrant 100% $50.00 0% $62.50 4 quadrants per two years Yes

D4342*
periodontal scaling and root planing - 
one to three teeth per quadrant 100% $25.00 0% $31.25 4 quadrants per two years Yes

D4355*

full mouth debridement to enable a 
comprehensive oral evaluation and 
diagnosis on a subsequent visit 100% $25.00 0% $31.25 Once per two-year period Yes

D5110* complete denture - maxillary 100% $650.00 0% $812.50 Yes
D5120* complete denture - mandibular 100% $650.00 0% $812.50 Yes
D5130* immediate denture - maxillary 100% $650.00 0% $812.50 Yes
D5140* immediate denture - mandibular 100% $650.00 0% $812.50 Yes

D5211*

maxillary partial denture - resin base 
(including retentive/clasping materials, 
rests and teeth) 100% $650.00 0% $812.50 Yes

D5212*

mandibular partial denture - resin base 
(including retentive/clasping materials, 
rests and teeth) 100% $650.00 0% $812.50 Yes

D5213*

maxillary partial denture - cast metal 
framework with resin denture bases 
(including any retentive/clasping 
materials, rests and teeth) 100% $650.00 0% $812.50 Yes

D5214*

mandibular partial denture - cast 
metal framework with resin denture 
bases (including any 
retentive/clasping materials, rests and 
teeth) 100% $650.00 0% $812.50 Yes

D5410* adjust complete denture - maxillary 100% $30.00 0% $37.50 Covered service Yes

D5411* adjust complete denture - mandibular 100% $30.00 0% $37.50 Covered service Yes
D5421* adjust partial denture - maxillary 100% $30.00 0% $37.50 Covered service Yes
D5422* adjust partial denture - mandibular 100% $30.00 0% $37.50 Covered service Yes

D7140*

extraction, erupted tooth or exposed 
rooth (elevaton and or forceps 
removal) 100% $70.00 0% $87.50 4 per Calendar Year Yes

D7210*

extraction, erupted tooth requiring 
removal of bone and/or sectioning of 
tooth, and including elevation of 
mucoperiosteal flap, if indicated 100% $90.00 0% $112.50 4 per Calendar Year Yes

D2000-D2999 Restorative

D4000-D4999 Periodontics

D5000-D5999 Prosthodontics (Removable)

D7000-D7999 Oral and Maxillofacial Surgery

4 per Calendar Year

2 per Calendar Year

One set per five-year 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.

*Please note, procedures in the following code ranges may require routine review or diagnostic information such as radiographs or patient treatment records for claims processing and final payment 
determinations: D2750-D2752, D2791, D2792 Restorative; D4341, D4342, D4355 Periodontics; D5110-D5140, D5211-D5214, D5410, D5411, D5421, D5422 Prosthodontics (Removable); D7140, D7210 Oral and 
Maxillofacial Surgery

D1000-D1999 Preventive

D0100-D0999 Diagnostic
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