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Co de Desc riptio n

Plan pay fo r 

Delta Dental 

Medic are  

Advantag e 

Dentist

Plan pay fo r 

No npartic ipating  

( o ut-o f-netwo rk)  

Dentist

Benefit Limitatio ns

If yes, this 

pro c edure may 

require  review o r 

do c umentatio n

Do c umentatio n Required

D0 120

periodic  o ral evaluation - established 

patient 10 0 % 10 0 % Twice per calendar year

D0 140

limited o ral evaluation - problem 

fo cused 10 0 % 10 0 %

As needed fo r diagno sis o f emergency 

condition

D0 150

comprehensive o ral evaluation - new or 

established patient 10 0 % 10 0 % Once per 36 months

D0 160

detailed and extensive o ral evaluation - 

problem fo cused, by report 10 0 % 10 0 % Once per 36 months

D0 180

comprehensive periodontal evaluation - 

new or established patient 10 0 % 10 0 % Once per calendar year

D0 190 screening  o f a patient 10 0 % 10 0 % Once per calendar year

D0 270 bitewing  - sing le image 10 0 % 10 0 % Once per calendar year

D0 272 bitewings - two  images 10 0 % 10 0 % Once per calendar year

D0 273 bitewings - three images 10 0 % 10 0 % Once per calendar year

D0 274 bitewings - four images 10 0 % 10 0 % Once per calendar year

D0 277 vertical bitewings - 7 to  8 images 10 0 % 10 0 % Once per calendar year

D0 999*

unspec ified diagno stic  pro cedure, by 

report 10 0 % 10 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 

and verifying  the need fo r 

treatment

D1110 prophylaxis - adult 10 0 % 10 0 % Twice per calendar year

D1999*

unspec ified preventive procedure, by 

report 10 0 % 10 0 % Benefit determined by co nsultant review Yes

Report c larifying  the service 

and verifying  the need fo r 

treatment

This sec tio n pro vides a list o f dental pro c edures c o vered by yo ur plan.  If a pro c edure is no t o n this list, it is no t a standard c o vered benefit under yo ur plan.  Standard 

benefit limitatio ns under these  pro g rams are  listed where applic able  in the Benefit Limitatio ns c o lumn. So me servic es share frequenc ies. Additio nal info rmatio n o n the 

frequenc y limitatio ns c an be  fo und in Sec tio n VII o f yo ur Delta Dental Certific ate . The May Require  Review o r Do c umentatio n c o lumn identifies whether a pro c edure may 

require  diag no stic  info rmatio n o r may be  ro utinely reviewed.

*Please  no te , pro c edures in the fo llo wing  c o de rang es may require  ro utine review o r diag no stic  info rmatio n suc h as radio g raphs o r patient treatment rec o rds fo r c laims 

pro c essing  and final payment determinatio ns: D0 999 Diag no stic ; D1999 Preventive

D10 0 0 -D1999 Preventive

D0 10 0 -D0 999 Diag no stic
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