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Use your  
HumanaDental benefits
The HumanaDental Advantage Plus S plan has you 
covered for any circumstance. Whether you simply 
need quality routine dental care or unexpected dental 
treatment, you know what to expect.

• No deductibles
• No claims to file
• No need to choose a primary care dentist

Know what your plan covers
Attached is a summary of HumanaDental Advantage Plus S 
plan benefits which are described in detail in your certificate. 
You can find your certificate at Humana.com or call 
1-800-233-4013. Here’s what you can expect: 

• You have the freedom to select any participating
dentist. To select a dental provider from our Advantage
Plus network, simply visit Humana.com. Once there,
you can also check your benefits, email us and get a
new or temporary ID card. If you prefer, contact us at
1-800-233-4013.

• Life without claim forms! With HumanaDental
Advantage Plus S plan you pay your dentist directly,
when applicable.

• Your Advantage Plus network dentist will provide all
of your dental care and any copayment or discounted
charges will be paid at the time of service. Except for
emergency care, treatment received out-of-network in
not covered.

• You may receive up to a 20 percent discount by using
certain participating dentists from our network. Visit
HumanaDental.com to find a participating dentist.

Choose 
HumanaDental benefits
Be healthy
Good oral health means more than just an attractive 
smile. Research shows that oral health, preventive care 
and regular visits to the dentist is integral to overall 
health. For example, the Academy of General Dentistry 
says there is a link between gum disease and heart 
problems, and the American Academy of Periodontology 
says severe gum disease can increase blood sugar, 
increasing the risk among diabetics. The HumanaDental 
Advantage Plus plan enables you to take better care of 
your teeth, and you’ll pay less doing so.

Questions?
Check out HumanaDental.com
Call 1-800-233-4013 anytime for the 
automated information line or 8 a.m. to 
6 p.m. for a Customer Care specialist.

Check your dental 
IQ anytime
Log on to MyDentalIQ.com and take 
the dental risk assessment that could 
help trim your total healthcare costs 
over time. Find out how you can 
improve your oral and overall health. 
The dental health risk assessment at 
MyDentalIQ.com takes minutes to 
complete, and immediately delivers  
a scorecard with health tips tailored 
to you.

HumanaDental Advantage Plus 1S Plan
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Advantage Plus plans are network-based dental plans that emphasize prevention and cost containment. Members select 
any participating general dentist in HumanaDental’s Advantage Plus network. Care received from an out-of-network 
dentist (except emergency care) is not a covered benefit. S plan copayments for listed procedures are applicable at 
participating General Dentist. To find a dentist, call 1-800-233-4013 or look on Humana.com.
Specialists services:  Should members need a specialist, (i.e., endodontist, oral surgeon, periodontist, pediatric dentist), 
they may be referred by a participating general dentist, or members can self-refer to any participating specialist.  For 
HumanaDental Advantage Plus S plans, copayment amounts are applicable when treatment is performed by 
participating specialists.

Office visit copay

Annual maximum	

Summary of services
Preventive	 Member pays
D0120a	 Periodic oral examination .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge 
D0140a	 Limited oral evaluation—problem focused  .  .  . no charge 
D0145 	 Oral evaluation for a patient under three 

years of age and counseling with primary 
caregiver (limit 1 every 12 months)  .  .  .  .  .  .  .  .  .  . no charge

D0150	 Comprehensive oral evaluation—new/ 
established patient (limit 1 every 24 months) .  . no charge

D0160	 Limited/comprehensive/detailed and 
extensive oral eval (limit 1 every 12 months)  . no charge

D0170	 Re-evaluation—limited problem focused 
(limit 1 every 12 months)  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge

D0180 	 Comprehensive periodontal eval—new/
established patient (limit 1 every 24 months) .  . no charge

D0210 	 X-ray intraoral—complete series 
(limit 1 every 3 years)  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge

D0220 	 X-ray intraoral—periapical, first radiographic 
image (limit 9 every 12 months includes D0230) no charge

D0230 	 X-ray intraoral—periapical, each additional 
radiographic image (limit 9 every 12 months 
includes D0220) . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge

D0240	 X-ray intraoral—occlusal radiographic image  . no charge
D0250 	 Extra-oral – 2D projection radiographic 

image created using a stationary radiation 
source, and detector  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge

D0270a 	 Bitewing—single radiographic image  .  .  .  .  .  .  .  . no charge
D0272a 	 Bitewings—two radiographic images .  .  .  .  .  .  .  .  . no charge
D0273a 	 Bitewings—three radiographic images  .  .  .  .  .  .  . no charge
D0274a 	 Bitewings—four radiographic images . .  .  .  .  .  .  .  . no charge
D0277a 	 Vertical bitewings—7 to 8 radiographic images  . no charge
D0330 	 Panoramic radiographic image (limit 1 

every 3 years) . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge
D0470 	 Diagnostic casts .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge
D1110a 	 Prophylaxis—adult (inclusive of D4910)  .  .  .  .  .  . no charge
D1120a	 Prophylaxis—child (inclusive of D4910) .  .  .  .  .  .  . no charge
D1206a 	 Topical application of fluoride varnish (for 

child <16) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . no charge
D1208a 	 Topical application of fluoride – excluding 

varnish (for child <16) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge
D1351 	 Sealant—per tooth 

(limit 1 per tooth every 12 months for child <14)  . no charge
Basic		 Member pays
D1510 	 Space maintainer—fixed, unilateral 

(limited to child <14) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 53.00

D1515 	 Space maintainer—fixed, bilateral 
(limited to child <14) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 70.00

D1520 	 Space maintainer—removable, unilateral 
(limited to child <14) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 66.00

D1525  	 Space maintainer—removable, bilateral 
(limited to child <14)  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 91.00

D1550  	 Re-cement or re-bond space maintainer . .  .  .  .  . $	 12.00
D2140	 Amalgam—one surface primary or permanent .  . $	 24.00
D2150 	 Amalgam—two surfaces primary 

or permanent  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 31.00
D2160 	 Amalgam—three surfaces primary 

or permanent  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 37.00
D2161 	 Amalgam—four/more surfaces 

primary/permanent  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 46.00
D2330 	 Resin based composite—one surface, anterior .  .  $	 24.00
D2331 	 Resin based composite—two surfaces, anterior  $	 31.00
D2332 	 Resin based composite—three 

surfaces, anterior .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 38.00
D2335 	 Resin based composite —four or more 

surfaces, involving incisal angle .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 45.00
D2390 	 Resin based composite—crown anterior .  .  .  .  .  . $	 49.00
D2391	 Resin based composite—one surface, posterior . $	 28.00
D2392 	 Resin based composite—two surfaces, posterior $	 37.00
D2393 	 Resin based composite—three 

surfaces, posterior .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 46.00
D2394 	 Resin based composite—four or more 

surfaces, posterior .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 56.00
D4341 	 Periodontal scaling and root planing—per 

quadrant, four or more teeth 
(limit 1 per quad every 12 months) .  .  .  .  .  .  .  .  .  .  .  . $	 39.00

D4342 	 Periodontal scaling and root planing—per 
quadrant, 1-3 teeth 
(limit 1 per quad every 12 months) .  .  .  .  .  .  .  .  .  .  . $	 21.00

D4355 	 Full mouth debridement to enable 
comprehensive evaluation and diagnosis 
(limit 1 every 5 years) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 26.00

D4910 	 Periodontal maintenance (limit 1 every 6 
months, inclusive of D1110 and D1120)  .  .  .  .  .  . $	 23.00

D7111 	 Extraction coronal remnants deciduous tooth  . $	 20.00
D7140 	 Extraction erupted tooth or exposed root .  .  .  .  . $	 26.00
Major		 Member pays
D2510b 	 Inlay—metallic, one surface .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	313.00
D2520b 	 Inlay—metallic, two surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	355.00
D2530b 	 Inlay—metallic, three or more surfaces . .  .  .  .  .  . $	410.00
D2542b	 Onlay—metallic, two surfaces . .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	402.00

HumanaDental Advantage Plus 1S Plan
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D2543b	 Onlay—metallic, three surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  . $	420.00
D2544b 	 Onlay—metallic, four or more surfaces .  .  .  .  .  .  . $	437.00
D2610b 	 Inlay—porcelain/ceramic, one surface  .  .  .  .  .  .  . $	368.00
D2620b 	 Inlay—porcelain/ceramic, two surfaces  .  .  .  .  .  . $	389.00
D2630b 	 Inlay—porcelain/ceramic, three or 

more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	414.00
D2642b 	 Onlay—porcelain/ceramic, two surfaces .  .  .  .  .  . $	403.00
D2643b 	 Onlay—porcelain/ceramic, three surfaces  .  .  .  . $	434.00
D2644b 	 Onlay—porcelain/ceramic, four or 

more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	461.00
D2650b 	 Inlay—resin based composite, one surface .  .  . $	242.00
D2651b 	 Inlay—resin based composite, two surfaces .  . $	288.00
D2652b	 Inlay—resin based composite, three or 

more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	303.00
D2662b 	 Onlay—resin based composite, two surfaces  . $	263.00
D2663b 	 Onlay—resin based composite, three surfaces .  . $	310.00
D2664b 	 Onlay—resin based ccomposite, four or 

more surfaces . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	332.00
D2710b 	 Crown—resin based composite, indirect .  .  .  .  .  . $	187.00
D2720b 	 Crown—resin with high noble metal .  .  .  .  .  .  .  .  .  . $	461.00
D2721b	 Crown—resin with predominantly base metal  . $	432.00
D2722b 	 Crown—resin with noble metal . .  .  .  .  .  .  .  .  .  .  .  .  .  . $	441.00
D2740b 	 Crown—porcelain/ceramic substrate .  .  .  .  .  .  .  .  . $	473.00
D2750b 	 Crown—porcelain fused to high noble metal . . $	466.00
D2751b	 Crown—porcelain fused predom base metal . . $	434.00
D2752b 	 Crown—porcelain fused to noble metal . . . . . . $	445.00
D2790b 	 Crown—full cast high noble metal . .  .  .  .  .  .  .  .  .  .  . $	450.00 
D2791b 	 Crown—full cast predom base metal .  .  .  .  .  .  .  .  . $	426.00
D2792b 	 Crown—full cast noble metal . . . . . . . . . . . . . . . . $	434.00
D2910 	 Re-cement or re-bond inlay, onlay, veneer or 

partial coverage restoration .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 41.00
D2920 	 Re-cement or re-bond crown .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 42.00
D2929	 Crown—prefabricated porcelain/ceramic 

crown - primary tooth . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	115.00 
D2930 	 Crown—prefabricated stainless steel, 

primary tooth . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	115.00
D2931 	 Crown—prefabricated stainless steel, 

permanent tooth . . . . . . . . . . . . . . . . . . . . . . . . . . . . $	131.00
D2932 	 Crown—prefabricated resin .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	142.00
D2940	 Sedative filling .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 44.00
D2950 	 Core buildup including any pins . .  .  .  .  .  .  .  .  .  .  .  .  .  . $	110.00
D2951 	 Pin retention—per tooth addition restoration . $	 23.00
D2952 	 Cast post and core in addition to crown .  .  .  .  .  .  . $	168.00
D2954 	 Prefabricated post and core in addition to crown . . $	139.00
D3220  	 Therapeutic pulpotomy .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 75.00
D3310  	 Root canal therapy—anterior  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	315.00
D3320  	 Root canal therapy—bicuspid .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	385.00
D3330  	 Root canal therapy—molar  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	497.00
D3346  	 Previous root canal therapy—anterior .  .  .  .  .  .  .  . $	424.00
D3347  	 Previous root canal therapy—bicuspid  .  .  .  .  .  .  . $	500.00
D3348 	 Previous root canal therapy—molar .  .  .  .  .  .  .  .  .  . $	601.00
D3410 	 Apicoectomy/periradicular surgery—anterior .  . $	361.00
D3421 	 Apicoectomy/periradicular surgery—bicuspid . . $	394.00
D3425 	 Apicoectomy/periradicular surgery—molar .  .  . $	445.00
D3426  	 Apicoectomy/periradicular surgery—each 

addtl root . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	148.00
D3430 	 Retrograde filling—per root  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	109.00
D4210c	 Gingivectomy/gingivoplasty—four or more 

teeth, quad .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	358.00
D4211c	 Gingivectomy/gingivoplasty—1 to 3 

teeth, quad .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	153.00
D4240c	 Gingival flap proc—four or more teeth, quad .  . $	421.00
D4241c 	 Gingival flap proc—1 to 3 teeth, quad . . . . . . . . $	217.00
D4249 	 Clinical crown lengthening – hard tissue .  .  .  .  .  . $	481.00
D4260 	 Osseous surgery (including elevation of a full 

thickness flap and closure) – four or more 
contiguous teeth or tooth bounded spaces 
per quadrant   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	680.00

D4261 	 Osseous surgery (including elevation of a full 
thickness flap and closure) – one to three 
contiguous teeth or tooth bounded spaces 
per quadrant  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	354.00

D5110d 	 Complete denture—maxillary .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	642.00
D5120d 	 Complete denture—mandibular  .  .  .  .  .  .  .  .  .  .  .  .  . $	642.00
D5130d 	 Immediate denture—maxillary .  .  .  .  .  .  .  .  .  .  .  .  .  . $	700.00
D5140d 	 Immediate denture—mandibular .  .  .  .  .  .  .  .  .  .  .  . $	700.00
D5211d 	 Maxillary partial denture—resin base .  .  .  .  .  .  .  .  . $	542.00
D5212d 	 Mandibular partial denture—resin base . .  .  .  .  .  . $	629.00
D5213d 	 Maxillary partial denture—cast metal— 

resin base  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	709.00
D5214d 	 Mandibular partial denture—cast metal—

resin base  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	709.00
D5410c 	 Adjust complete denture—maxillary .  .  .  .  .  .  .  .  . $	 35.00
D5411c 	 Adjust complete denture—mandibular .  .  .  .  .  .  . $	 35.00
D5421c 	 Adjust partial denture—maxillary .  .  .  .  .  .  .  .  .  .  .  . $	 35.00
D5422c 	 Adjust partial denture—mandibular .  .  .  .  .  .  .  .  .  . $	 35.00
D5510 	 Repair broken complete denture base  .  .  .  .  .  .  .  . $	 70.00
D5520 	 Replace missing/broken teeth— 

complete denture .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 59.00
D5610 	 Repair resin denture base  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 76.00
D5620 	 Repair cast framework .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 82.00
D5630 	 Repair or replace broken clasp—per tooth  .  .  .  . $	100.00
D5640 	 Replace broken teeth—per tooth .  .  .  .  .  .  .  .  .  .  .  .  . $	 64.00
D5650 	 Add tooth to existing partial denture  .  .  .  .  .  .  .  .  . $	 88.00
D5660 	 Add clasp to existing partial denture—per 

tooth .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	105.00
D5710e 	 Rebase complete maxillary denture .  .  .  .  .  .  .  .  .  . $	261.00
D5711e	 Rebase complete mandibular denture .  .  .  .  .  .  .  . $	249.00
D5720e 	 Rebase maxillary partial denture .  .  .  .  .  .  .  .  .  .  .  .  . $	246.00
D5721e 	 Rebase mandibular partial denture .  .  .  .  .  .  .  .  .  .  . $	246.00
D5730e 	 Reline complete maxillary denture .  .  .  .  .  .  .  .  .  .  . $	147.00
D5731e	 Reline complete mandibular denture .  .  .  .  .  .  .  .  . $	147.00
D5740e 	 Reline maxillary partial denture  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	135.00
D5741e 	 Reline mandibular partial denture .  .  .  .  .  .  .  .  .  .  .  . $	135.00 
D5750e 	 Reline complete maxillary denture .  .  .  .  .  .  .  .  .  .  . $	196.00
D5751e 	 Reline complete mandibular denture .  .  .  .  .  .  .  .  . $	196.00
D5760e 	 Reline maxillary partial denture  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	193.00
D5761e 	 Reline mandibular partial denture .  .  .  .  .  .  .  .  .  .  .  . $	193.00
D5850 	 Tissue conditioning maxillary  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 61.00
D5851 	 Tissue conditioning mandibular .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 61.00
D6092 	 Recement implant/abutment supported crown .  . $	 42.00
D6093 	 Re-cement or re-bond implant/abutment 

supported fixed partial denture . .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 57.00
D6210f	 Pontic—cast high noble metal  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	431.00
D6211f 	 Pontic—cast predominantly base metal .  .  .  .  .  . $	404.00
D6212f 	 Pontic—cast noble metal  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	420.00
D6240f	 Pontic—porcelain fused to high noble metal .  . $	426.00
D6241f 	 Pontic—porceln fused predom base metal . .  .  . $	393.00
D6242f  	 Pontic—porcelain fused to noble metal .  .  .  .  .  .  . $	415.00
D6250f 	 Pontic—resin with high noble metal .  .  .  .  .  .  .  .  .  . $	420.00
D6251f 	 Pontic—resin with predominantly base metal . . $	388.00
D6252f 	 Pontic—resin with noble metal .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	400.00
D6600f 	 Retainer inlay—porcelain/ceramic, two 

surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	355.00
D6601f 	 Retainer inlay—porcelain/ceramic, three or 

more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	373.00
D6602f 	 Retainer inlay—cast high noble metal, two 

surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	380.00
D6603f 	 Retainer inlay—cast high noble metal, three 

or more surfaces . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	418.00
D6604f	 Retainer inlay—cast predom base metal, two 

surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	372.00
D6605f 	 Retainer inlay—cast predom base metal, 

three or more surfaces . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	394.00
D6606f 	 Retainer inlay—cast noble metal, two 

surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	366.00
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D6607f 	 Retainer inlay—cast noble metal, three or 
more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	406.00

D6608f 	 Retainer onlay—porcelain/ceramic, two 
surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	386.00

D6609f 	 Retainer onlay—porcelain/ceramic, three or 
more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	403.00

D6610f 	 Retainer onlay—cast high noble metal, two 
surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	409.00

D6611f 	 Retainer onlay—cast high noble metal, 
three or 
more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	448.00

D6612f	 Retainer onlay—cast predom base metal, 
two surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	407.00

D6613f 	 Retainer onlay—cast predom base metal, 
three or more surfaces . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	426.00

D6614f 	 Retainer onlay—cast noble metal, two 
surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	399.00

D6615f 	 Retainer onlay—cast noble metal, three or 
more surfaces .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	414.00

D6720f 	 Retainer crown—resin with high noble metal . $	474.00
D6721f 	 Retainer crown—resin with predom base 

metal  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	450.00
D6722f 	 Retainer crown—resin with noble metal .  .  .  .  .  . $	458.00
D6740f 	 Retainer crown—porcelain/ceramic .  .  .  .  .  .  .  .  .  . $	499.00
D6750f 	 Retainer crown—porcelain fused to high 

noble metal  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	486.00
D6751f 	 Retainer crown—porcelain fused to predom 

base metal .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	453.00
D6752f 	 Retainer crown—porcelain fused to noble 

metal  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	464.00
D6780f 	 Retainer crown—3/4 cast high noble metal .  .  . $	458.00
D6790f 	 Retainer crown—full cast high noble metal .  .  . $	469.00
D6791f 	 Retainer crown—full cast predom base metal $	445.00
D6792f 	 Retainer crown—full cast noble metal .  .  .  .  .  .  .  . $	461.00
D6930f 	 Re-cement or re-bond fixed partial denture .  .  . $	 57.00
D7210 	 Surgical removal—erupted tooth . .  .  .  .  .  .  .  .  .  .  .  .  . $	108.00
D7220  	 Removal of impacted tooth—soft tissue . .  .  .  .  . $	135.00
D7230 	 Removal of impacted tooth—partially bony  .  . $	179.00
D7240  	 Removal of impacted tooth—completely bony . $	211.00
D7241 	 Remove impacted tooth—completely bony 

w/comp  . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	265.00
D7250  	 Surgical removal of residual tooth roots . .  .  .  .  .  . $	114.00
D7310 	 Alveoloplasty in conjunction w/extractions—

per quad . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	125.00
D7311 	 Alveoloplasty in conjunction 

w/extractions—1-3 teeth .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 97.00
D7320 	 Alveoloplasty not conjunction w/

extractions—per quad . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	181.00
D7321 	 Alveoloplasty not conjunction 

w/extractions—1-3 teeth . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	153.00
D7510 	 Incision and drainage of abscess—intraoral  .  . $	120.00
D7520 	 Incision and drainage of abscess—extraoral .  . $	570.00
D7960 	 Frenulectomy—separate procedure .  .  .  .  .  .  .  .  .  . $	111.00

D7970 	 Excision of hyperplastic tissue—per arch . .  .  .  .  . $	272.00
D9110 	 Palliative treatment dental pain— 

minor procedure .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 45.00
D9215 	 Local anesthesia .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge
D9310 	 Professional consultation by 

non-treating dentist  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 96.00
D9951 	 Occlusal adjustment—limited . .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 58.00
D9952 	 Occlusal adjustment—complete .  .  .  .  .  .  .  .  .  .  .  .  . $	326.00
Orthodontics	 Member pays
D8070	 Comprehensive Orthodontic treatment of 

the transitional/adolescent dentition; 
Children up to 19 years of age; Up to 24 
months of routine orthodontic treatment for 
Class I and Class II cases

	 Consultation . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge
	 Evaluation .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 35.00

Records/Treatment Planning .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 250.00
Orthodontic treatment . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	2100.00

D8080	 Comprehensive Orthodontic treatment of 
the transitional/adolescent dentition; 
Children up to 19 years of age; Up to 24 
months of routine orthodontic treatment for 
Class I and Class II cases

	 Consultation . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge
	 Evaluation .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 35.00

Records/Treatment Planning .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 250.00
Orthodontic treatment . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	2100.00	

D8090	 Comprehensive Orthodontic treatment of 
the transitional/adult dentition; Adults 19 
years of age and older; Up to 24 months of  
routine orthodontic treatment for Class I 
and Class II cases. 
Consultation . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . no charge

	 Evaluation .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 35.00
Records/Treatment Planning .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 250.00
Orthodontic treatment . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	2300.00

D8680 	 Retention . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $	 450.00

a Limit of one every six months
b Limit one per tooth every eight years
c Limit one every 12 months
d Limit one every five years
e Limit of one every three years 
f Limit of one every eight year

Your participating general dentist and participating specialist office visit co-payment amounts, if applicable, are shown on your I .D . card . 

Your office visit co-payment is applicable for all dates of service and is in addition to the co-payment amounts listed for covered dental 
care services.
Not all participating dentists perform all listed procedures, including amalgams . Please consult your dentist prior to treatment for 
availability of services.

Unlisted procedures may be eligible to receive up to a 20% discount .  Members may contact their participating provider to determine if 
any discounts apply.  Visit Humana.com to find a participating dentist. 
Additional exclusions and limitations are listed along with full plan information in your Certificate of Benefits .

Insured or administered by Humana Insurance Company, The Dental Concern, Inc., CompBenefits Dental, Inc., 
CompBenefits Company, HumanaDental Insurance Company, or CompBenefits Insurance Company.

• 

• 

•

• 

• 
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Humana Dental PPO 14
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1-800-233-4013 • Humana.com

If you use an
IN-NETWORK dentist

If you use an
OUT-OF-NETWORK dentist

Calendar-year deductible
(excludes orthodontia services)

Individual
$50

Family
$150

Individual
$50

Family
$150

Deductible applies to all services excluding preventive services.

Calendar-year annual maximum 
(excludes orthodontia services)

$750

Preventive services
•Routine oral examinations (2 per year)
•Bitewing x-rays (2 films under age 10, up to 4 films

ages 10 and older)
•Routine cleanings (2 per year)
•Fluoride treatment (1 per year, through age 14)
•Sealants (permanent molars, through age 14)
•Space maintainers (primary teeth, through age 14)
•Oral Cancer Screening (1 per year, ages 40 and older)

100% no deductible 80% no deductible 

Basic services 
•Emergency care for pain relief
•Amalgam fillings (1 per tooth every 2 years, composite

for anterior/front teeth)
•Composite fillings (1 per tooth every 2 years, molar teeth)
•Oral surgery (tooth extractions including impacted teeth)
•Stainless steel crowns
•Harmful habit appliances for children (1 per lifetime,

through age 14)

80% after deductible 60% after deductible 

•Periodontics (periodontal cleanings 4 per year,
scaling/root planing and surgery 1 per quadrant
every 3 years)

•Endodontics (root canals 1 per tooth per lifetime
and 1 re-treatment)

do not delete

Major services
•Crowns (1 per tooth every 5 years)
•Inlays/onlays (1 per tooth every 5 years)
•Bridges (1 per tooth every 5 years)
•Dentures (1 per tooth ever 5 years)
•Denture relines/rebases (1 every 3 years, following 6

months of denture use)

0% after deductible; 
no benefit

0% after deductible;
no benefit 

•Denture repair and adjustments (following 6
months of denture use)

Orthodontia services Members may receive a discount on non-covered services of up 
to 20%. Members may contact their participating provider to 
determine if any discounts are available on non-covered services.
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Non-participating dentists can bill you for charges above the amount covered by your HumanaDental plan. To ensure you do 
not receive additional charges, visit a participating PPO Network dentist.  Members and their families benefit from negotiated 
discounts on covered services by choosing dentists in our network.  If a member visits a participating network dentist, the 
member will not receive a bill for charges more than the negotiated fee for covered services. If a member sees an 
out-of-network dentist, coinsurance will apply to the maximum allowable charge of one or more network providers in your 
geographic area.  Out-of-network dentists may bill you for charges above the amount covered by your dental plan.

Waiting periods

Voluntary funding: 10+ enrolled employees

Enrollment type Preventive Basic Major
Initial enrollment, open enrollment No No No

Orthodontia
No

and timely add-on 



Questions? 
Simply call 1-800-233-4013 to speak with
a friendly, knowledgeable Customer Care
specialist, or visit Humana.com. 

Feel good about choosing
a HumanaDental plan 
Make regular dental visits a priority
Regular cleanings can help manage problems
throughout the body such as heart disease, diabetes,
and stroke.* Your HumanaDental PPO plan focuses on
prevention and early diagnosis, providing four exams
and cleanings every calendar year: two regular and two
periodontal.
* www.perio.org

Go to MyDentalIQ.com
Take a health risk assessment that immediately rates
your dental health knowledge. You’ll receive a
personalized action plan with health tips. You can print a
copy of your scorecard to discuss with your dentist at
your next visit.

Tips to ensure a healthy mouth
• Use a soft-bristled toothbrush
• Choose toothpaste with fluoride
• Brush for at least two minutes twice a day
• Floss daily
• Watch for signs of periodontal disease such as red,

swollen, or tender gums
• Visit a dentist regularly for exams and cleanings

Did you know that 74 percent of adult Americans believe an
unattractive smile could hurt a person’s chances for career
success?* HumanaDental helps you feel good about your dental
health so you can smile confidently.
* American Academy of Cosmetic Dentistry

Use your HumanaDental
benefits
Find a dentist
With HumanaDental’s PPO plan, you can see any dentist.
Members and their families benefit from negotiated
discounts on covered servcies by choosing dentists in the
HumanaDental PPO Network. To find a dentist in
HumanaDental’s PPO Network, log on to Humana.com or
call 1-800-233-4013.

Know what your plan covers
The other side of this page gives you a summary of
HumanaDental benefits. Your plan certificate describes
your HumanaDental benefits, including limitations and
exclusions. You can find it on MyHumana, your personal
page at HumanaDental.com or call 1-800-233-4013.

See your dentist
Your HumanaDental identification card contains all the
information your dentist needs to submit your claims. Be
sure to share it with the office staff when you arrive for
your appointment. If you don’t have your card, you can
print proof of coverage at Humana.com .

Learn what your plan paid
After HumanaDental processes your dental claim, you will
receive an explanation of benefits or claims receipt. It
provides detailed information on covered dental services,
amounts paid, plus any amount you may owe your
dentist. You can also check the status of your claim on
MyHumana at Humana.com or by calling
1-800-233-4013.

Humana group dental plans are offered by Humana Insurance Company, HumanaDental Insurance Company, Humana Insurance
Company of New York, Humana Health Benefit Plan of Louisiana, The Dental Concern, Inc., Humana Medical Plan of Utah,
CompBenefits Company, CompBenefits Dental, Inc., Humana Employers Health Plan of Georgia, Inc. or DentiCare, Inc. (d/b/a
CompBenefits)

This is not a complete disclosure of plan qualifications and limitations. Your agents will provide you with specific limitations and
exclusions as contained in the Regulatory and Technical Information Guide. Please review this information before applying for
coverage. The amount of benefits provided depends upon the plan selected. Premiums will vary according to the selection made.

Humana Dental PPO 14

Policy Number: FL-70090-HC L 1/14, FL-70090-HC SB 1/14 
Page 8
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1-800-233-4013 • Humana.com

If you use an
IN-NETWORK dentist

If you use an
OUT-OF-NETWORK dentist

Calendar-year deductible
(excludes orthodontia services)

Individual
$50

Family
$150

Individual
$50

Family
$150

Deductible applies to all services excluding preventive services.

Calendar-year annual maximum 
(excludes orthodontia services)

$1,000

Preventive services
•Routine oral examinations (2 per year)
•Bitewing x-rays (2 films under age 10, up to 4 films

ages 10 and older)
•Routine cleanings (2 per year)
•Fluoride treatment (1 per year, through age 14)
•Sealants (permanent molars, through age 14)

•Space maintainers (primary teeth, through age 14)

•Oral Cancer Screening (1 per year, ages 40 and older)

100% no deductible 100% no deductible 

Basic services 

•

Emergency care for pain relief

•Amalgam fillings (1 per tooth every 2 years, composite
for anterior/front teeth)

•Composite fillings (1 per tooth every 2 years, molar teeth)
• Oral surgery (non-surgical extractions)
•Stainless steel crowns
•Harmful habit appliances for children (1 per lifetime,

through age 14)

80% after deductible 80% after deductible 

•Periodontics (periodontal cleanings 4 per year,
scaling/root planing and surgery 1 per quadrant
every 3 years)do not delete

Major services
•Crowns (1 per tooth every 5 years)
•Inlays/onlays (1 per tooth every 5 years)
•Bridges (1 per tooth every 5 years)
•Dentures (1 per tooth ever 5 years)
•Denture relines/rebases (1 every 3 years, following 6

months of denture use)

50% after deductible 50% after deductible 

•Denture repair and adjustments (following 6
months of denture use)

•

Endodontics (root canals 1 per tooth per lifetime
and 1 re-treatment)

Orthodontia services Child orthodontia - Covers children through age 18. Plan pays
50 percent (no deductible) of the covered orthodontia
services, up to: $1,000 lifetime orthodontia maximum.

Oral surgery (surgical extractions)

•
Periodontics (surgical)•
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Non-participating dentists can bill you for charges above the amount covered by your HumanaDental plan. To ensure you do 
not receive additional charges, visit a participating PPO Network dentist.  Members and their families benefit from negotiated 
discounts on covered services by choosing dentists in our network.  If a member visits a participating network dentist, the 
member will not receive a bill for charges more than the negotiated fee for covered services. If a member sees an 
out-of-network dentist, coinsurance will apply to the usual and customary charge.  Out-of-network dentists may bill you for 
charges above the amount covered by your dental plan.

Waiting periods

Voluntary funding: 10+ enrolled employees

Enrollment type Preventive Basic Major Orthodontia 
Initial enrollment, open enrollment No No No No
and timely add-on 



Questions? 
Simply call 1-800-233-4013 to speak with
a friendly, knowledgeable Customer Care
specialist, or visit Humana.com. 

Feel good about choosing
a HumanaDental plan 
Make regular dental visits a priority
Regular cleanings can help manage problems
throughout the body such as heart disease, diabetes,
and stroke.* Your HumanaDental Traditional Preferred
plan focuses on prevention and early diagnosis,
providing four exams and cleanings every calendar year:
two regular and two periodontal.
* www.perio.org

Go to MyDentalIQ.com
Take a health risk assessment that immediately rates
your dental health knowledge. You’ll receive a
personalized action plan with health tips. You can print a
copy of your scorecard to discuss with your dentist at
your next visit.

Tips to ensure a healthy mouth
• Use a soft-bristled toothbrush
• Choose toothpaste with fluoride
• Brush for at least two minutes twice a day
• Floss daily
• Watch for signs of periodontal disease such as red,

swollen, or tender gums
• Visit a dentist regularly for exams and cleanings

Did you know that 74 percent of adult Americans believe an
unattractive smile could hurt a person’s chances for career
success?* HumanaDental helps you feel good about your dental
health so you can smile confidently.
* American Academy of Cosmetic Dentistry

Use your HumanaDental
benefits
Find a dentist
With HumanaDental’s Traditional Preferred plan, you can
see any dentist. Members and their families benefit from
negotiated discounts on covered servcies by choosing
dentists in the HumanaDental Traditional Preferred
Network. To find a dentist in HumanaDental’s Traditional
Preferred Network, log on to Humana.com or call
1-800-233-4013.

Know what your plan covers
The other side of this page gives you a summary of
HumanaDental benefits. Your plan certificate describes
your HumanaDental benefits, including limitations and
exclusions. You can find it on MyHumana, your personal
page at HumanaDental.com or call 1-800-233-4013.

See your dentist
Your HumanaDental identification card contains all the
information your dentist needs to submit your claims. Be
sure to share it with the office staff when you arrive for
your appointment. If you don’t have your card, you can
print proof of coverage at Humana.com .

Learn what your plan paid
After HumanaDental processes your dental claim, you will
receive an explanation of benefits or claims receipt. It
provides detailed information on covered dental services,
amounts paid, plus any amount you may owe your
dentist. You can also check the status of your claim on
MyHumana at Humana.com or by calling
1-800-233-4013.

Humana group dental plans are offered by Humana Insurance Company, HumanaDental Insurance Company, Humana Insurance
Company of New York, Humana Health Benefit Plan of Louisiana, The Dental Concern, Inc., Humana Medical Plan of Utah,
CompBenefits Company, CompBenefits Dental, Inc., Humana Employers Health Plan of Georgia, Inc. or DentiCare, Inc. (d/b/a
CompBenefits)

This is not a complete disclosure of plan qualifications and limitations. Your agents will provide you with specific limitations and
exclusions as contained in the Regulatory and Technical Information Guide. Please review this information before applying for
coverage. The amount of benefits provided depends upon the plan selected. Premiums will vary according to the selection made.

Humana Dental Traditional
Preferred 14

Policy Number: FL-70090-HC L 1/14, FL-70090-HC SB 1/14 
Page 11
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Vision care services
If you use an
IN-NETWORK provider
(Member cost)

If you use an
OUT-OF-NETWORK provider
(Reimbursement)

Exam with dilation as necessary 
•Retinal imaging 1

$10
Up to  $39

Up to $30
Not covered

Contact lens exam options2
•Standard contact lens fit and follow-up
•Premium contact lens fit and follow-up

Up to $55
10% off retail

Not covered
Not covered

Frames3 $130 allowance
20% off balance over $130

$65 allowance

Standard plastic lenses4
•Single vision
•Bifocal
•Trifocal
•Lenticular

$15
$15
$15
$15

Up to $25
Up to $40
Up to $60
Up to $100

Covered lens options4
•UV coating
•Tint (solid and gradient)
•Standard scratch-resistance
•Standard polycarbonate - adults
•Standard polycarbonate - children <19
•Standard anti-reflective coating
•Premium anti-reflective coating

z
- Tier 1
- Tier 2
- Tier 3

•Standard progressive (add-on to bifocal)
•Premium progressive

- Tier 1
- Tier 2
- Tier 3
- Tier 4

•Photochromatic / plastic transitions
•Polarized

$15 
$15 
$15 
$40 
$40 
$45 
Premium anti-reflective coatings as follows:

$57 
$68 
80% of charge
$15 
Premium progressives as follows:
$110 
$120 
$135 
$90 copay, 80% of charge less $120 allowance
$75 
20% off retail

Not covered
Not covered
Not covered
Not covered
Not covered
Not covered
Premium anti-reflective coatings 
as follows:
Not covered
Not covered
Not covered
Up to $40
Premium progressives as follows:
Not covered
Not covered
Not covered
Not covered
Not covered
Not covered

Contact lenses5 (applies to materials only)
•Conventional

x
•Disposable
•Medically necessary

$130 allowance,
15% off balance over $130
$130 allowance
$0

$104 allowance

$104 allowance
$200 allowance



Humana Vision 130
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Vision care services
If you use an
IN-NETWORK provider
(Member cost)

If you use an
OUT-OF-NETWORK provider
(Reimbursement)

Frequency  
•Examination
•Lenses or contact lenses
•Frame

Once every 12 months
Once every 12 months
Once every 24 months

Once every 12 months
Once every 12 months
Once every 24 months

Diabetic Eye Care: care and
testing for diabetic members
•Examination

- Up to (2) services per year 
•Retinal Imaging

- Up to (2) services per year 
•Extended Ophthalmoscopy

- Up to (2) services per year 
•Gonioscopy

- Up to (2) services per year 
•Scanning Laser

- Up to (2) services per year

$0

$0

$0

$0

$0

Up to $77

Up to $50

Up to $15

Up to $15

Up to $33 

1. Member costs may exceed $39 with certain providers. Members may contact their participating provider to
determine what costs or discounts are available.

2   Standard contact lens exam fit and follow up costs and premium contact lens exam discounts up to 10% may vary 
by participating provider.  Members may contact their participating provider to determine what costs or discounts
are available.

3   Discounts may be available on all frames except when prohibited by the manufacturer. 
4   Lens option costs may vary by provider. Members may contact their participating provider to determine if listed 

costs are available. 
5  Plan covers contact lenses or frames, but not both.
XDONOTDELETE

Additional plan discounts
•Member may receive a 20% discount on items not covered by the plan at network Providers. Members may contact

their participating provider to determine what costs or discounts are available. Discount does not apply to Insight 
Provider’s professional services, or contact lenses. Plan discounts cannot be combined with any other discounts or 
promotional offers.  Services or materials provided by any other group benefit plan providing vision care may not be 
covered. Certain brand name Vision Materials may not be eligible for a discount if the manufacturer imposes a 
no-discount practice. Frame, Lens, & Lens Option discounts apply only when purchasing a complete pair of 
eyeglasses. If purchased separately, members receive 20% off the retail price.

•Members may also receive 15% off retail price or 5% off promotional price for LASIK or PRK from the US Laser
Network, owned and operated by LCA Vision. Since LASIK or PRK vision correction is an elective procedure,
performed by specialty trained providers, this discount may not always be available from a provider in your
immediate location.



Vision health impacts
overall health

Routine eye exams can lead
to early detection of vision
problems and other diseases
such as diabetes, hypertension,
multiple sclerosis, high blood
pressure, osteoporosis, and
rheumatoid arthritis 1.

1 Thompson Media Inc.

Humana Vision products insured by Humana Insurance
Company, Humana Health Benefit Plan of Louisiana, The
Dental Concern, Inc. or Humana Insurance Company of
New York.

This is not a complete disclosure of the plan
qualifications and limitations. Specific limitations and
exclusions as contained in the Regulatory and Technical
Information Guide will be provided by the agent. Please
review this information before applying for coverage.

NOTICE: Your actual expenses for covered services may
exceed the stated cost or reimbursement amount
because actual provider charges may not be used to
determine insurer and member payment obligations.

Policy number: FL-70148-01LG9/15et.al.;FL-70148-01SG9/15et.al. 
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Limitations and Exclusions:
In addition to the limitations and exclusions listed in your "Vision Benefits" section,
this policy does not provide benefits for the following: 
1. Any expenses incurred while you qualify for any worker’s compensation or

occupational disease act or law, whether or not you applied for coverage.
2. Services:

•That are free or that you would not be required to pay for if you did not have this
insurance, unless charges are received from and reimbursable to the U.S.
government or any of its agencies as required by law;

•Furnished by, or payable under, any plan or law through any government or any
political subdivision (this does not include Medicare or Medicaid); or

•Furnished by any U.S. government-owned or operated hospital/institution/agency
for any service connected with sickness or bodily injury.

3. Any loss caused or contributed by:
•War or any act of war, whether declared or not;
•Any act of international armed conflict; or
•Any conflict involving armed forces of any international authority.

4. Any expense arising from the completion of forms.
5. Your failure to keep an appointment.
6. Any hospital, surgical or treatment facility, or for services of an anesthesiologist or

anesthetist.
7. Prescription drugs or pre-medications, whether dispensed or prescribed.
8. Any service not specifically listed in the Schedule of Benefits.
9. Any service that we determine:

•Is not a visual necessity;
•Does not offer a favorable prognosis;
•Does not have uniform professional endorsement; or
•Is deemed to be experimental or investigational in nature.

10. Orthoptic or vision training.
11. Subnormal vision aids and associated testing.
12. Aniseikonic lenses.
13. Any service we consider cosmetic.
14. Any expense incurred before your effective date or after the date your coverage

under this policy terminates.
15. Services provided by someone who ordinarily lives in your home or who is a family

member.
16. Charges exceeding the reimbursement limit for the service.
17. Treatment resulting from any intentionally self-inflicted injury or bodily illness.
18. Plano lenses.
19. Medical or surgical treatment of eye, eyes, or supporting structures.
20. Replacement of lenses or frames furnished under this plan which are lost or

broken, unless otherwise available under the plan.
21. Any examination or material required by an Employer as a condition of

employment.
22. Non-prescription sunglasses.
23. Two pair of glasses in lieu of bifocals.
24. Services or materials provided by any other group benefit plans providing vision

care.
25. Certain name brands when manufacturer imposes no discount.
26. Corrective vision treatment of an experimental nature.
27. Solutions and/or cleaning products for glasses or contact lenses.
28. Pathological treatment.
29. Non-prescription items.
30. Costs associated with securing materials.
31. Pre- and Post-operative services.
32. Orthokeratology.
33. Routine maintenance of materials.
34. Refitting or change in lens design after initial fitting, unless specifically allowed

elsewhere in the certificate.
35. Artistically painted lenses.







Dental Member Services •  800-233-4013
www.humanadental.com

humana.com

Dental  •  800-233-4013 

Vision  •  877-398-2980


	Blank Page
	Blank Page
	Alachua County School Board - 2018 Dental Overview Low PPO.pdf
	544: 
	1: Dental_EN
	2: Dental_Flow
	3: Dental_Last_EN
	4: ADC1557_pg1_EN
	5: ADC1557_pg2_EN


	Alachua County School Board - 2018 Dental Overview High Trad Pref.pdf
	559: 
	1: Dental_EN
	2: Dental_Flow
	3: Dental_Last_EN
	4: ADC1557_pg1_EN
	5: ADC1557_pg2_EN


	Alachua County School Board - 2018 Vision Overview.pdf
	617: 
	1: Vision_HumanVision2016
	2: Flow_Vision2016
	3: Vision_HumanaVision2016_Last_381
	4: ADC1557_pg1_EN
	5: ADC1557_pg2_EN


	Discrimination Notice.pdf
	559: 
	1: Dental_EN
	2: Dental_Flow
	3: Dental_Last_EN
	4: ADC1557_pg1_EN
	5: ADC1557_pg2_EN


	Cover.pdf
	fluff kit.pdf
	Blank Page
	16-17 Carillon Rug Humana Medical SBC 10-4-16.pdf
	135: 
	SBC_Non2017
	1: SBC_Non2017
	2: SBC_Flow_Pagex
	3: SBC_Flow_Pagex
	4: SBC_Flow_Pagex
	5: SBC_Flow_Pagex
	6: SBC_CoverageSampleNon2017
	7: SBC_Questions_Non2017



	Blank Page
	ADP13BF.tmp
	Use the MyHumana Mobile app to:
	Download the Mobile app:
	From your mobile device’s browser:

	16-17 Carillon Rug Humana Dental Summary 10-4-16.pdf
	244: Carillon Carpet & Rugs, I
	1: Dental_EN
	2: Dental_Flow
	3: Dental_Last_EN


	16-17 Carillon Rug Humana Vision Summary 10-4-16.pdf
	254: Carillon Carpet & Rugs, I
	1: Vision_HumanVision2016
	2: Flow_Vision2016
	3: Vision_HumanaVision2016_Last_381


	Medical HMO 12.pdf
	2801: 
	SBC_Non2017
	1: SBC_Non2017
	2: SBC_Flow_Pagex
	3: SBC_Flow_Pagex
	4: SBC_Flow_Pagex
	5: SBC_Flow_Pagex
	6: SBC_CoverageSampleNon2017
	7: SBC_Questions_Non2017

	Multi-Language Interpreter Services
	8: pg_Multi-Language Interpreter Services_pg1
	9: pg_Multi-Language Interpreter Services_pg2



	Basic Life.pdf
	1028: PENINSULAR MECHANICAL CON
	1: Life_Basic_EN
	2: Flow_Basic
	3: Life_last_EN


	ADP1884.tmp
	Why choose Humana Pharmacy?
	Visit HumanaPharmacy.com
	Online
	Doctor
	Mail
	Phone



	Tallahassee Memorial Healthcare - 2018 Vision Overview HV130.pdf
	936: Tallahassee Memorial Healthcare
	1: Vision_HumanVision2016
	2: Flow_Vision2016
	3: Flow_Vision2016
	4: Vision_HumanaVision2016_Last_381
	5: ADC1557_pg1_EN
	6: ADC1557_pg2_EN




	group name:  
	ADV+1S OV Copay: [$5/$15]
	ADV+ 1S annual max: [No annual maximum]


