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General Dentist Check List

The following items must be submitted to CDN in order to process your application.

|| Dental Services Agreement signed by OWNER dentist—no delegated signatures
allowed (enclosed).

] Individual Dentist Information for OWNER dentist and signed by owner dentist
only (enclosed).

|| Dental Facility Information (enclosed)

] W-9 Request for Taxpayer Identification Number and Certification (enclosed)

|| Signed Staff Credentialing Agreement—signed by OWNER dentist, listing all
associates that work in the practice (enclosed).

For the OWNER DENTIST only:

1 Copy of current Dental License
] Copy of current DEA Certificate
[ 1 Copy of current CPR Certificate

| Copy of current Malpractice Insurance Declaration Page

23291 Mill Creek Drive, Suite 100. Laguna Woods, CA 92653 : www.caldental.net

Telephone (714) 479-0777 Toll Free (877) 4DENTAL Fax (714) 479-0779



Califernnéa DENTAL

Dental Services Agreement
For General Dentist

This Agreement is made and entered into this day of , 20 by and between California Dental
Network, Inc., a California corporation, (hereinafter referred to as “CDN"), and
(hereinafter referred to as “DENTIST").

In consideration of the mutual covenants hereinafter contained, the parties hereby agree:

Declarations

CDN is a Health Care Service Plan licensed by the Department of Managed Health Care under the Knox-Keene Health
Care Service Plan Act of 1975 to provide or arrange for dental care to members enrolled under Individual or Group
Subscriber Agreements.

DENTIST operates and maintains a dental practice in the State of California and wishes to treat CDN members as
patients in his/her practice under the terms and conditions of such member’s enrollment in CDN.

. MEMBERS ELIGIBLE FOR SERVICES.

Members eligible for treatment by DENTIST under this Agreement shall be only those members covered under a group or
individual subscriber agreement with CDN at the time dental services are rendered and who have selected DENTIST's
facility to receive their dental care. CDN shall furnish DENTIST, from time to time, with an “eligibility list” of all members
eligible for services under this Agreement and shall indicate the CDN benefit plan to which each member is entitled.
Before rendering or refusing services to any person claiming to be a CDN member who is not on DENTIST's current
month “eligibility list,” DENTIST shall telephone CDN for verification of the member’s enroliment and eligibility status.

. RENDERING CARE TO ELIGIBLE MEMBERS.

DENTIST shall render all necessary dental services to each member eligible for service under this Agreement during
DENTIST’s regular office hours, and subject to DENTIST's usual appointment scheduling practices. Covered services
shall be provided in accordance with the Principle Benefits, Principle Exclusions and Principle Limitations contained in the
Group or Individual Subscriber Agreement under which the member is enrolled. DENTIST shall have the right, within the
framework of professional ethics, to reject any patient seeking DENTIST's professional services, or limit the number of
CDN members assigned to DENTIST.

DENTIST shall provide appointments to eligible members upon reasonable request, which shall not exceed 36
business days for non-emergency cases. DENTIST shall also provide 24-hour emergency services. DENTIST
shall employ an answering service or a telephone answering machine during non-business hours, which
provides instructions regarding how members may obtain urgent or emergency care, including how to contact
another provider who has agreed to be on-call to triage or screen by phone or, if needed, to deliver urgent or
emergency care at DENTIST'S expense.

CDN shall be entitled to take whatever action it deems appropriate to obtain covered services for members within a
reasonable time.

[ll. SERVICES NOT COVERED AND OTHER FEES DUE DIRECTLY FROM MEMBER.

In the cases where DENTIST provides dental services which are not covered under the Group or Individual Subscriber
Agreement under which the member is enrolled, or which, under such agreements, all or a portion of the fees for the
services provided are to be paid by the member as copayments, it is expressly agreed that DENTIST shall look solely to
the member, or the member’s responsible party, for payment of such amounts. CDN shall have no responsibility for the
payment of non-covered services or patient copayments. DENTIST shall bill the member for non-covered services at a
rate not to exceed the DENTIST'’s usual and customary fee for the services provided and copayments shall not exceed
the amounts set forth in the member’s Group or Individual Subscriber Agreement.

IV. PAYMENT TO DENTIST FOR SERVICES UNDER THIS AGREEMENT.
As payment in full for covered services under this Agreement, CDN shall pay DENTIST a fee based upon the number of
members eligible for services under this Agreement, and other fees as set forth in Attachment A to this Agreement.
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DENTIST shall look solely to CDN for payment of amounts due from CDN during the term of this Agreement and/or after
termination. DENTIST acknowledges that Section 1379 of the Knox-Keene Health Care Service Plan Act prohibits
providers, and agents or trustees thereof, from bringing any action at law against a member to collect amounts owed from
a Health Care Service Plan.

DENTIST agrees that CDN has the right to deduct, offset or withhold from any payment(s) otherwise due DENTIST,
amounts due from DENTIST through DENTIST’s neglect or failure to fulfill any business or patient obligation that involves
CDN’s members, operations and/or obligations.

V. TREATMENT BY A SPECIALIST.

If, in the DENTIST'’s professional opinion, a member requires the services of a Specialist, and such referrals are covered
under the member's Group or Individual Subscriber Agreement. DENTIST shall submit a completed CDN specialty
referral form, along with all appropriate records and x-rays to CDN. If CDN'’s Dental Director agrees with the DENTIST’s
diagnosis, CDN shall refer the member to the proper specialist. If CDN’s Dental Director disagrees with the DENTIST's
diagnosis, CDN’'s Dental Director shall confer with DENTIST to discuss the diagnosis and the member’'s benefits, if
applicable.

The costs of approved specialty referrals to a CDN designated Specialist shall be CDN'’s responsibility. DENTIST shall be
responsible for the costs, in excess of the member’'s copayment for specialty referrals made by DENTIST when CDN has
denied such referrals. DENTIST shall also be responsible for the costs incurred by the member in excess of what CDN
would have paid to a CDN designated specialist for an approved referral, if DENTIST has referred the member to a non-
CDN designated specialist.

VI. CHANGES IN THE TERMS AND BENEFITS OF THE GROUP AND INDIVIDUAL SUBSCRIBER AGREEMENTS.

It is expressly understood that the terms and conditions including, but not limited to, the benefits, exclusions and
limitations of the various Group and Individual Subscriber Agreements, or in contracts between the group and its
employees or members, may be changed from time to time during the term of this Agreement. Also, during the term of
this Agreement, CDN may develop and market new benefit plans, which contain different benefits, exclusions and
limitations than those currently used by CDN. In such cases, CDN shall notify DENTIST in writing of the nature and
extent of such changes, or new benefit plans. Except for material changes in the types of plans or levels of benefits
pursuant to section XVIII, DENTIST shall have ten days after receipt of said notice to review the changes or new benefit
plans. If DENTIST does not notify CDN of his/her election not to treat members enrolled under such revised or new
benefit plans within this ten-day period, DENTIST shall be bound by, and agree to provide services under this Agreement
to members enrolled under such revised or new benefit plans.

VIl. DURATION AND TERMINATION OF AGREEMENT.

This Agreement shall be for a period of one year from CDN’s approval date, indicated below, and shall automatically
renew for additional one-year periods until terminated. Either party may terminate this Agreement, at any time, by giving a
60-day written notice to the other party by registered or certified mail. Notwithstanding this provision, CDN may terminate
this Agreement, immediately upon notice to DENTIST if DENTIST materially fails to comply with this Agreement or CDN'’s
Quality Assurance requirements, or fails to maintain adequate insurance as required under Section Xl of this Agreement.

VIIl. OBLIGATIONS AFTER NOTICE AND TERMINATION OF AGREEMENT.

In the event notice of termination is given, by either party, DENTIST shall continue to render covered dental services and
treat members in accordance with this Agreement, as if notice was not given, until the date this Agreement terminates.
DENTIST shall, at the time a member seeks an appointment and again prior to rendering dental services, notify each
member that he/she has given notice of termination with the effective date, or is no longer a participating CDN provider,
whichever the case may be at such time. DENTIST shall not render any covered dental services to CDN members after
the date this Agreement terminates, except that, DENTIST shall complete all work started prior to the termination date in
accordance with the provisions of this Agreement. DENTIST agrees to forward copies of all patient records and x-rays
within 30 days of a request from a member or the member’s new dentist.

Termination of this Agreement does not relieve DENTIST of the responsibilities to maintain insurance and indemnify CDN
and its agents as set forth in Section XI, to maintain and provide access to books and records as set forth in Section XIII,
or to the dispute resolution procedures set forth in Section XVII of this Agreement.

IX. STANDARD OF DENTIST CARE.
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DENTIST agrees that all services rendered to members under this Agreement shall be in accordance with the high
standards of the dental profession for competence, care and concern for the welfare and needs of each member as set
forth in the ‘Principals of Ethics of the American Dental Association” and the “Dental Practice Act” of the State of
California. DENTIST will not discriminate in the treatment of member patients and agrees to provide services to members
equal in all respects to those provided to non-member patients of his/her practice. Furthermore, DENTIST shall not
discriminate against any group or member, or prospective group or member, because of race, color, national origin,
ancestry, religion, sex, marital status, sexual orientation or age.

X. DENTIST-PATIENT RELATIONSHIP.

DENTIST shall maintain the dentist-patient relationship with each member eligible for services under this Agreement and
shall be solely responsible to such members for any dental advice and/or treatment. It is expressly agreed between the
parties that DENTIST is an independent contractor and that neither the member, CDN, nor any group contracting with
CDN shall control or dominate the DENTIST's practice, practice personnel, facilities or the dentist-patient relationship.

XI. INSURANCE AND INDEMNIFICATION.

DENTIST agrees to carry, at all times during the term of this Agreement and for at least seven years thereafter, such
policies of professional liability and other insurance as shall be necessary to insure DENTIST and DENTIST’s employees,
agents, associates or affiliates against any claim(s) for damages, personal injury or death caused directly or indirectly in
connection with the provision of services, lack of services, or the uses of any property, facilities or equipment under this
Agreement. DENTIST shall provide CDN with “Certificates of Insurance” from DENTIST's insurance carrier(s) to evidence
the existence of such coverage(s) in amounts acceptable to CDN. Failure to maintain such insurance is grounds for CDN
to immediately terminate this Agreement. CDN may provide copies of such certificate(s) to any group or potential group
upon request. DENTIST hereby agrees to indemnify and hold harmless CDN and any of CDN'’s officers, directors,
agents, representatives and/or employees from and against all claims, suits, demands, actions, losses, liabilities and
expenses, (including, without limitation, actual legal fees and expenses), that may arise out of any; (1) act or omission by
DENTIST or any of DENTIST’s employees, agents, associates, or affiliates in connection with any dental services, lack of
services, or the uses of any property, facilities or equipment pursuant to this Agreement; (2) breach or failure of DENTIST
or DENTIST's employees, agents, associates, or affiliates to perform any representation, warranties, covenants or term(s)
of this Agreement; (3) liability of DENTIST, whether contingent, absolute, direct, indirect, matured or unmatured.

XIl. PROHIBITION OF SURCHARGES.

Dentist shall not surcharge members for covered services. A surcharge, as used herein, is an additional fee which is
charged to a member for a covered service but which is not approved by the Department of Managed Health Care, or
provided for in the Group or Individual Subscriber Agreement under which the member is enrolled. DENTIST must report
in writing to CDN all copayments and surcharges paid by members to DENTIST, unless the Department of Managed
Health Care expressly approves otherwise.

Xlll. RECORDS AND REPORTS.

DENTIST shall maintain such records and provide such information to CDN or the Department of Managed Health Care
as may be necessary for CDN to comply with the provisions of the Knox-Keene Health Care Service Plan Act of 1975 and
the regulations promulgated thereunder. Such records shall be retained for a period of at least five years, the last two
years of which shall be in an easily accessible place at DENTIST's office. CDN and/or the Department of Managed
Health Care shall have access, during normal business hours and with reasonable notice to the books and records,
including financial records, and documents of DENTIST relating to the dental services provided to CDN members, to the
cost of such services and to payments received by DENTIST from CDN members, or from others on the members’ behalf.

XIV. DENTIST PARTICIPATION IN CDN COMMITTEES AND POLICIES.

DENTIST agrees to cooperate with, participate in and abide by CDN's policies and procedures regarding the
administration of its plan, including but not limited to CDN’s Quality Assurance and Peer Review Programs, Grievance
Resolution Process, Pubic Policy Participation System, and the Plan’s Language Assistance Program Standards.

XV. NON-EXCLUSIVE.
This Agreement is not exclusive in any respect and CDN may enter into similar agreements with other dentists, and
DENTIST is entitled to enter into similar agreements with other plans.

XVI. ASSIGNABILITY.
This Agreement is intended to secure the personal services of DENTIST, and his/her associates, and therefore may not
be assigned or transferred without the written consent of CDN.
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XVII. DISPUTE RESOLUTION.

The Plan maintains a provider dispute resolution process to deal with all provider complaints. Any disputes or complaints
shall be made to CDN in writing or contacting CDN at the address and telephone number indicated herein. Providers will
receive a written response within 30 days as to the disposition of the complaint. Appeal of the decisions regarding the
provider's complaint may be made in writing to the Plan’s Public Policy or Quality Assurance Committee. If the provider is
not satisfied with the Public Policy or Quality Assurance Committee’s decision, the provider may pursue binding arbitration
in accordance with the rules of the American Arbitration Association. Arbitration shall be held in Orange County,
California and judgment upon the award rendered by the arbitrator(s) may be entered in any court having jurisdiction
thereof. The prevailing party shall be entitled to recover its costs and reasonable attorneys’ fees. In addition, DENTIST
agrees to comply with any and all arbitration proceedings initiated by members involving CDN, a CDN contractor or CDN
employee, agent or representative.

XVIl. GOVERNING LAW.

The parties agree that the laws of the State of California shall govern the validity, construction and interpretation of this
Agreement. DENTIST agrees that any amendment to this agreement or any of CDN’s manuals, policies or procedures
required to meet state or federal laws or regulations governing Knox-Keene Health Care Service Plans, or any
accreditation requirements of a private sector accreditation organization to which CDN participates, shall automatically
become part of this Agreement. | In the event of any inconsistency between this agreement and such laws, regulations or
accreditation requirements, the applicable laws, regulations or accreditation requirements shall prevail over any provision
of this Agreement. In the event a court or arbitrator(s) with component jurisdiction determines that any provision of this
Agreement is invalid, for any reason, the remaining provisions of this Agreement shall be binding upon the parties.

XIX. ENTIRE AGREEMENT.

This Agreement along with any amendments and attachments , constitutes the sole and entire contract and understanding
between the parties with respect to the subject matter hereto and no amendment to this agreement shall be effective
unless it is in writing and signed by an authorized representative of CDN. CDN may from time to time amend this
agreement by providing DENTIST with a 30 day written notice of the changes. Except as set forth in Section XVIII, CDN
shall not make any material change to this agreement or its manuals, policies or procedures without providing DENTIST
with a notice of the changes, at least 45 business days before the effective date of the change. DENTIST has the right to
negotiate and agree to the changes during the notice periods. If CDN and DENTIST cannot agree with the changes,
DENTIST may terminate this agreement prior to the effective date of any change.

NOTICES.
Any notice or other communication required or permitted hereunder shall be in writing, and shall be deemed to have given
if personally delivered or 24 hours after it is placed in the United States mail, first class postage-paid addressed to:

DENTIST: CDN:

Stephen R. Casey, President
California Dental Network, Inc.
23291 Mill Creek Drive, Suite 100
Laguna Woods, CA 92653

In witness whereof, the parties hereto have entered into this Agreement as of the date indicated above.

DENTIST: CALIFORNIA DENTAL NETWORK, INC.
Print Name

Signature: Signature:

Date: Name/Title: Stephen R. Casey, President

SSN or Federal Tax ID #: Approval Date:
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Attachment A

Providers are not required to participate in all Benefit plans! You may choose to participate in only the Benefit Plans that you
select. Please initial below the Benefit Plans in which your office wishes to participate.

Benefit Plans

100 340° 530 430 501 460/465" 11 300 6

(€31

505/595™* 404/495 303/395 A75 A100 A150 A200 A250

* Also sold as UABT Basic

**Also sold as UABT Choice

*** Also sold as UABT Prime

# Plan 595 when sold individually will include a Cosmetic Benefits Rider

Compensation:
Plans 100, 340, 530, 430, 501, & 460 are Discounted Fee-For-Service Plans which are co payment only, non-capitation
plans. For ALL other plans California Dental Network will pay you the following monthly capitation payments for each family
selecting your office for their general dentistry:

Single Couple Family
Plan 465..........oooiiiiiiiiiiieeeeeeeeeeeeeeeee s $2.50................ $4.50................ $6.50
Plan 41l......coooiieeeeeeeeeeeeeeeve s $6.50................ $8.50.............. $11.50
Plan 300
Individuals & Groups Under 50 Members .. $2.75................ $4.50.....cccene $7.00
Groups of 50 or More Members ................ $2.00.....cccccueee. $4.00....cccceenne $6.00
Plan B65.......cccevieiieiie e $4.75.c . $7.50...cccccene None
Plan 600.........cccooieeiee e $4.50................ $7.50.............. $10.00
Plan 505/595+
Individuals & Groups Under 50 Members.. $4.95................ $8.30............ $12.25
Groups of 50 or More Members ................ $4.00................ $7.00................ $9.50
Plan 404/495+
Individuals & Groups Under 50 Members.. $6.00.............. $11.12.............. $16.75
Groups of 50 or More Members ................ $5.75. 0. $10.62.............. $16.50
Plan 303/395+.......ccoviiiiieieeieeeeeeveveieievee e $6.50.............. $11.50.............. $17.50
Advantage Plans A75 + A100 + A150 + A200 + A250 +
Employee Only $6.50 $5.00 $4.50 $4.00 $2.50
With Spouse $11.00 $9.50 $8.00 $7.00 $5.00
With Children $12.00 $10.50 $9.00 $8.00 $5.00
With Family $17.00 $14.00 $12.50 $11.00 $7.50

+The Plan will reimburse Crown, Bridge and Denture lab costs under group plans to the following maximums:

Crowns & Bridges, per unit, $40.00
Dentures & Partials, $90.00

Except for members enrolled in Advantage Plans, providers may charge members, in addition to any lab reimbursements, the
actual lab costs for gold utilized in each crown or bridge unit.

Northern California* Southern California*
Single Couple Family Single Couple Family
UABT Basic None None None None None None
UABT Choice $3.50 $5.50 $7.50 $2.50 $4.50 $6.50
UABT Prime + $5.50 $9.00 $11.50 $4.00 $7.00 $9.50

*CDN considers Southern California to be Ventura, Los Angeles, San Bernardino, Orange, Kern, Riverside, San Diego, and
Imperial Counties. All others are defined as Northern California for CDN purposes.






Office Visit
D120 Periodoc Oral Examination
X-Rays
D210 Intraoral, Complete Series
D270 Bitewing, Single Film
D330 Panoramic Film
Prophylaxis
D1110 Adult
D1120 Child
Amalgam Fillings
D2140 1 Surface
D2150 2 Surfaces
D2160 3 Surfaces
D2161 4 or More Surfaces
Resin Fillings
D2330 1 Surface, Anterior
D2331 2 Surfaces, Anterior
D2332 3 Surfaces, /anterior
D2335 4 or More Surfaces, Anterior
D2391 1 Surface, Posterior
Crowns
D2750 PFM, High Noble
D2750 PFM, Molars
Root Canals
D3310 Anterior
D3320 Bicuspid
D3330 Molar
Dentures
D5110-20 Complete Upper or Lower
D5130-40 Immediate Upper or Lower
D5211, 12 Resin Partial Upper or Lower
D5213, 14 Metal Partial Upper or Lower
Extractions
D7111 Coronal Remnants
D7140 Erupted Tooth
Surgical Extractions
D7220 Impacted Soft Tissue
D7230 Impacted Partially Bony
D7240 Impacted Completely Bony

Attachment B - Page 1

Summary of Benefit Plans, Copayments

Plan 100 Plan 340 Plan 530
No Charge $10.00 $5.00
No Charge No Charge No Charge
No Charge $15.00 No Charge
No Charge No Charge No Charge
No Charge $10.00 No Charge
No Charge $25.00 No Charge
No Charge $15.00 No Charge
$22.00 $30.00 $22.00
$28.00 $50.00 $28.00
$38.00 $60.00 $38.00
$48.00 $70.00 $48.00
$35.00 $35.00 $35.00
$35.00 $55.00 $35.00
$35.00 $65.00 $35.00
$37.00 $75.00 $37.00
$39.00 $85.00 $45.00
$220.00 $400.00 $220.00
$295.00 $475.00 $275.00
$138.00 $200.00 $138.00
$165.00 $275.00 $165.00
$204.00 $350.00 $204.00
$308.00 $500.00 $308.00
$308.00 $500.00 $308.00
$275.00 $450.00 $275.00
$308.00 $500.00 $308.00
$21.00 $50.00 $21.00
$21.00 $50.00 $21.00
$65.00 $100.00 $65.00
70% UCR $145.00 $93.00
70% UCR $175.00 $110.00

Plan 430

$5.00
No Charge

No Charge
No Charge
No Charge

No Charge
No Charge

$20.00
$25.00
$34.00
$43.00

$35.00
$35.00
$35.00
$37.00
$45.00

$200.00
$275.00

$125.00
$150.00
$185.00

$280.00
$280.00
$250.00
$280.00

$19.00
$19.00

$60.00
$75.00
$100.00

Plan 460/465 Plan 501 Plan 411
$5.00 $5.00 No Charge
No Charge No Charge No Charge
No Charge No Charge No Charge
No Charge No Charge No Charge
No Charge No Charge No Charge
No Charge No Charge No Charge
No Charge No Charge No Charge
$10.00 $25.00 $15.00
$15.00 $32.00 $20.00
$20.00 $42.00 $26.00
$25.00 $53.00 $34.00
$25.00 $38.00 $25.00
$25.00 $76.00 $25.00
$25.00 $114.00 $25.00
$40.00 $164.00 $28.00
$50.00 $125.00 $30.00
$275.00 $280.00 $165.00
$350.00 $390.00 $250.00
$125.00 $145.00 $100.00
$150.00 $185.00 $130.00
$185.00 $225.00 $175.00
$350.00 $385.00 $250.00
$350.00 $385.00 $250.00
$300.00 $275.00 $225.00
$350.00 $385.00 $255.00
$25.00 $28.00 $19.00
$25.00 $28.00 $19.00
$60.00 $68.00 $50.00
$75.00 $95.00 $65.00
$100.00 70% UCR $90.00



Office Visit
D120 Periodoc Oral Examination
X-Rays
D210 Intraoral, Complete Series
D270 Bitewing, Single Film
D330 Panoramic Film
Prophylaxis
D1110 Adult
D1120 Child
Amalgam Fillings
D2140 1 Surface
D2150 2 Surfaces
D2160 3 Surfaces
D2161 4 or More Surfaces
Resin Fillings
D2330 1 Surface, Anterior
D2331 2 Surfaces, Anterior
D2332 3 Surfaces, /anterior
D2335 4 or More Surfaces, Anterior
D2391 1 Surface, Posterior
Crowns
D2750 PFM, High Noble
D2750 PFM, Molars
Root Canals
D3310 Anterior
D3320 Bicuspid
D3330 Molar
Dentures
D5110-20 Complete Upper or Lower
D5130-40 Immediate Upper or Lower
D5211, 12 Resin Partial Upper or Lower
D5213, 14 Metal Partial Upper or Lower
Extractions
D7111 Coronal Remnants
D7140 Erupted Tooth
Surgical Extractions
D7220 Impacted Soft Tissue
D7230 Impacted Partially Bony
D7240 Impacted Completely Bony

Attachment B - Page 2

Summary of Benefit Plans, Copayments

Plan 300 Plan 665 Plan 600 Plan 454 Plan 505/595 Plan 404/495 Plan 303/395  Plan 309
No Charge $4.00 $6.00 No Charge No Charge No Charge No Charge UCR
No Charge No Charge No Charge $5.00 No Charge No Charge No Charge No Charge
No Charge No Charge No Charge No Charge No Charge No Charge No Charge No Charge
No Charge No Charge No Charge No Charge No Charge No Charge No Charge No Charge
No Charge No Charge No Charge No Charge No Charge No Charge No Charge No Charge
No Charge UCR No Charge No Charge No Charge No Charge No Charge No Charge
No Charge $10.00 No Charge No Charge No Charge No Charge No Charge No Charge
$9.00 $10.00 No Charge No Charge $4.00 $2.00 No Charge No Charge
$14.00 $17.00 No Charge No Charge $5.00 $3.00 No Charge No Charge
$25.00 $22.00 No Charge No Charge $6.00 $4.00 No Charge No Charge
$35.00 $27.00 No Charge No Charge $8.00 $5.00 No Charge No Charge
$25.00 $25.00 $14.00 $5.00 $14.00 $10.00 $10.00 No Charge
$35.00 $35.00 $14.00 $10.00 $14.00 $10.00 $10.00 No Charge
$40.00 $45.00 $14.00 $15.00 $14.00 $10.00 $10.00 No Charge
$50.00 $55.00 $14.00 $20.00 $16.00 $12.00 $12.00 No Charge
$60.00 $35.00 $35.00 $30.00 $18.00 $14.00 $14.00 $65.00
$200.00 $285.00 $285.00 $140.00 $156.00 $105.00 $90.00 $50.00
$275.00 $375.00 $375.00 $240.00 $236.00 $185.00 $170.00 $50.00
$100.00 $95.00 $75.00 $55.00 $80.00 $45.00 $35.00 $70.00
$135.00 $150.00 $150.00 $90.00 $100.00 $90.00 $70.00 $80.00
$185.00 $250.00 $225.00 $150.00 $140.00 $130.00 $105.00 $150.00
$200.00 $370.00 $370.00 $140.00 $160.00 $90.00 $70.00 $100.00
$225.00 $370.00 $370.00 $140.00 $160.00 $90.00 $70.00 $100.00
$200.00 $295.00 $340.00 UCR $150.00 $70.00 $50.00 $100.00
$200.00 $350.00 $395.00 $140.00 $175.00 $90.00 $70.00 $100.00
$10.00 $20.00 $10.00 $5.00 $10.00 $5.00 No Charge No Charge
No Charge $20.00 No Charge $5.00 $10.00 $5.00 No Charge No Charge
$60.00 $55.00 $45.00 $32.00 $40.00 $30.00 No Charge $30.00
$75.00 $70.00 $60.00 $50.00 $50.00 $40.00 No Charge $60.00
$100.00 UCR UCR $75.00 $75.00 $50.00 No Charge UCR
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Summary of Benefit Plans, Copayments

Office Visit
D120 Periodic Oral Examination
X-Rays
D210 Intraoral, Complete Series
D270 Bitewing, Single Film
D330 Panoramic Film
Prophylaxis
D1110 Adult
D1120 Child
Amalgam Fillings
D2140 1 Surface
D2150 2 Surfaces
D2160 3 Surfaces
D2161 4 or More Surfaces
Resin Fillings
D2330 1 Surface, Anterior
D2331 2 Surfaces, Anterior
D2332 3 Surfaces, /anterior
D2335 4 or More Surfaces, Anterior
D2391 1 Surface, Posterior
Crowns
D2750 PFM, High Noble
D2750 PFM, Molars
Root Canals
D3310 Anterior
D3320 Bicuspid
D3330 Molar
Dentures
D5110-20 Complete Upper or Lower
D5130-40 Immediate Upper or Lower
D5211, 12 Resin Partial Upper or Lower
D5213, 14 Metal Partial Upper or Lower
Extractions
D7111 Coronal Remnants
D7140 Erupted Tooth
Surgical Extractions
D7220 Impacted Soft Tissue
D7230 Impacted Partially Bony
D7240 Impacted Completely Bony

UABT Basic

$10.00
No Charge

$15.00
No Charge
$10.00

$25.00
$15.00

$30.00
$50.00
$60.00
$70.00

$35.00
$55.00
$65.00
$75.00
$85.00

$400.00
$475.00

$200.00
$275.00
$350.00

$500.00
$500.00
$450.00
$500.00

$50.00
$50.00

$100.00
$145.00
$175.00

UABT Prime UABT Choice
$5.00 No Charge
No Charge No Charge
No Charge No Charge
No Charge No Charge
No Charge No Charge
No Charge No Charge
No Charge No Charge
$10.00 $4.00
$15.00 $5.00
$20.00 $6.00
$25.00 $8.00
$25.00 $14.00
$25.00 $14.00
$25.00 $14.00
$40.00 $16.00
$50.00 $18.00
$275.00 $156.00
$350.00 $236.00
$125.00 $80.00
$150.00 $100.00
$185.00 $140.00
$350.00 $160.00
$350.00 $160.00
$300.00 $150.00
$350.00 $175.00
$25.00 $10.00
$25.00 $10.00
$60.00 $40.00
$75.00 $50.00
$100.00 $75.00



Califeni DENTAL

Schedule of Benefits 75 100 150 200 250
The following procedures are covered benefits when preformed by a California Dental participating dentist and are subject to
exclusion, limitations and administrative policies, which are detailed in the Plan's Combined Evidence of Coverage and

If you have any questions about your eligibility, the Plan benefits or need assistance in selecting a dentists, please call California
Dental's Customer Service Department, toll-free at:

(877) 4DENTAL

Please discuss all treatment options with your dentist before starting treatment.
Failure to do so may limit the patient's options once treatment has started.

Code vescripuon Copayments
Diagnostic Services
D0120 Periodic oral evaluation $0 $0 $0 $0 $0
D0210 Intraoral - complete series (including bitewings) $0 $0 $0 $0 $0
D0270 Bitewing - single film $0 $0 $0 $0 $0
D0330 Panoramic film $0 $0 $0 $0 $0
Preventive Services
* - Procedures limited to once every 6 months
D1110 Prophylaxis - adult * $0 $0 $0 $0 $0
D1110 Prophylaxis - adult (each additional) $45 $45 $45 $45 $45
D1120 Prophylaxis - child * $0 $0 $0 $0 $0
D1120 Prophylaxis - child (each addittional) $35 $35 $35 $35 $35
Restorative Services
D2140 Amalgam - 1 surface, primary or permanent $0 $0 $0 $0 $0
D2150 Amalgam - 2 surfaces, primary or permanent $0 $0 $0 $0 $0
D2160 Amalgam - 3 surfaces, primary or permanent $0 $0 $0 $0 $0
D2161 Amalgam - 4 or more surfaces, primary or permanent $0 $0 $0 $0 $0
D2330 Resin-based composite - 1 surface, anterior $0 $10 $10 $10 $20
D2331 Resin-based composite - 2 surfaces, anterior $0 $12 $15 $20 $30
D2332 Resin-based composite - 3 surfaces, anterior $0 $14 $20 $25 $40
Resin-hased composite - 4 or more surfaces or involving
D2335 incisal angle (anterior) $0 $20 $25 $30 $50
D2391 Resin-based composite - 1surface, posterior $65 $65 $70 $75 $80
Inlays/Onlays
D2510 Inlay - metallic - 1 surface $80 $85 $100 $110 $130
D2520 Inlay - metallic - 2 surfaces $85 $90 $105 $120 $140
D2530 Inlay - metallic - 3 or more surfaces $90 $95 $110 $130 $150
D2542 Onlay - metallic - 2 surfaces $85 $90 $105 $130 $150
D2543 Onlay - metallic - 3 surfaces $90 $95 $110 $140 $160
D2544 Onlay - metallic - 4 or more surfaces $95 $100 $115 $150 $170
D2610 Inlay - porcelain/ceramic - 1 surface $175 $185 $210 $225 $250
D2620 Inlay - porcelain/ceramic - 2 surfaces $195 $200 $225 $250 $275
D2630 Inlay - porcelain/ceramic - 3 or more surfaces $210 $215 $240 $265 $300
D2642 Onlay - porcelain/ceramic - 2 surfaces $195 $200 $225 $265 $300

Removable Prosthodontics

Replaced once every 5 years & relined once every 24 months

D5212
D5411
D5610
D5660

D5670

D5671
D5710
D5711
D5720

Lower partial denture - resin base
Adjust complete denture - lower
Repair resin denture base
Add clasp to existing partial denture
Replace all teeth and acrylic on cast metal framework
(Upper)
Replace all teeth and acrylic on cast metal framework
(Lower)
Rebase complete upper denture
Rebase complete lower denture
Rebase upper partial denture
Complete Denture
Comfort Flex - Complete Upper Denture
Comfort Flex - Complete Lower Denture
Geneva - Complete Upper Denture
Geneva - Complete Lower Denture

Simply Natural

Partial Denture - Resin Base
Comfort Flex - Upper Partial
Comfort Flex - Lower Partial

Geneva - Lower Partial
Valplast - Upper Partial
Valplast - Lower Partial

Partial Denture - Cast Metal Base with Resin Saddles
Comfort Flex - Upper Partial
Comfort Flex - Lower Partial
Valplast - Upper Partial
Valplast - Lower Partial

Denture Relines

PermaSoft - Complete Upper Denture (Laboratory)

Advantage Plans

75

$125
$0
$10
$10

$100

$100
$40
$40
$40

$550
$550
$550

$550

$600

$600
$600
$600
$600

$600
$600
$600
$600

$100

100

$150
$0
$15
$15

$100

$100
$50
$50
$50

$550
$550
$550

$550

$600

$600
$600
$600
$600

$600
$600
$600
$600

$100

150

$225
$0
$15
$15

$165

$165
$50
$50
$50

$600
$600
$600

$600

$650

$650
$650
$650
$650

$650
$650
$650
$650

$100

200

$250
$15
$40
$30

$265

$265
$75
$75
$75

$650
$650
$650

$650

$700

$700
$700
$700
$700

$700
$700
$700
$700

$100

250

$300
$25
$50
$50

$350

$350
$95
$95
$95

$700
$700
$700

$700

$750

$750
$750
$750
$750

$750
$750
$750
$750

$100



D2643
D2644
D2650
D2651
D2652
D2662
D2663

Crowns

D2740

Schedule of Benefits

Onlay - porcelain/ceramic - 3 surfaces

Onlay - porcelain/ceramic - 4 or more surfaces
Inlay - resin-based composite - 1 surface

Inlay - resin-based composite - 2 surfaces

Inlay - resin-based composite - 3 or more surfaces
Onlay - resin-based composite - 2 surfaces

Onlay - resin-based composite - 3 surfaces

Crown - porcelain/ceramic substrate

Alternative Crowns

Most dental offices offer alternative to the porcelain/ceramic substrate and
porcelain fused to metal crowns which are marketed under different brand
names and maybe avaiable through your California Dental participating

nravidar far tha fallawina ranavmante:

Porcelain/ceramic substrate crown
Lava
Empress

Procera
In-Ceram

Porcelain fused to high noble crown

Captek

Bio - 2000
Ceramco Il
Occlusal Gold

LABIAL Veneers (replaced once every 5 years)

D2961

D3240

D3310

D3320

Labial veneer (resin laminate) - laboratory

Pulpal therapy (resorbable filling) - posterior, primary tooth

Root canal - anterior per tooth

Root canal - bicuspid per tooth

$205
$210
$70
$75
$80
$75
$80

$225

$650

$600
$650

$600

$575
$575
$600
$600

$250

$15

$50

$70

100

$215
$225
$75
$80
$85
$80
$85

$250

$700

$650
$700

$650

$625
$625
$625
$625

$300

$15

$75

$85

$240
$250
$90
$95
$100
$95
$100

$300

$750

$700
$750

$700

$675
$675
$675
$675

$350

$15

$100

$110

200

$280
$290
$100
$105
$110
$100
$110

$350

$750

$750
$750

$750

$725
$725
$725
$725

$400

$30

$115

$130

$315
$325
$110
$115
$120
$130
$135

$400

$750

$750
$750

$750

$725
$725
$725
$725

$400

$40

$125

$150

Schedule of Benefits

PermaSoft - Complete Lower Denture (Laboratory)
PermaSoft - Partial Upper Denture (Laboratory)
PermaSoft - Partial Lower Denture (Laboratory)

D5900 - D5999 VII Maxillofacial Prosthetics - Not Covered
D6000 - D6199 VIII Implant Services - Not Covered

D6210
D6211
D6214
D6780
D6781
D6782
D6783
D6791
D6792
D6794

D6795
D6930

D6970
D6971

D6972
D6973
D6976
D6977
D6980

D7111

D7140

D7210

D7240

D7311

D7320

D7321

Pontic - cast high noble metal

Pontic - cast predominantly base metal
Pontic - titanium

Crown - 3/4 cast high noble metal

Crown - 3/4 cast predominantly base metal
Crown - 3/4 cast noble metal

Crown - 3/4 porcelain/ceramic

Crown - full cast predominantly base metal
Crown - full cast noble metal

Crown - titanium

Interim retainer crown - < 6 months duration when final
impression not taken and when replacing anterior tooth lost
or anterior prosthesis being replaced while covered by CDN

Recement fixed partial denture

Cast post and core in addition to fixed partial denture retainer
Cast post as part of fixed partial denture retainer
Prefabricated post and core in addition to fixed partial
denture retainer

Core build up for retainer, including any pins

Each additional cast post - same tooth

Each additional prefabricated post - same tooth

Fixed partial denture repair, by report

Extraction, coronal remnants - deciduous tooth
Extraction, erupted tooth or exposed root
Surgical removal of erupted tooth

Removal of impacted tooth - completely bony

Alveoloplasty in conjunction with extractions - 1 to 3
teeth/spaces per quadrant

Alveoloplasty not in conjunction with extractions - per
quadrant

Alveoloplasty not in conjunction with extractions - 1 to 3
teeth/spaces per quadrant

$100
$100
$100

$225
$75
$225
$225
$75
$175
$225
$75
$175
$225

$15
$0

$30
$30

$30
$0
$0
$0
$50

$0
$0
$0
$0
$0
$0

$0

100

$100
$100
$100

$250
$100
$250
$250
$100
$200
$250
$100
$200
$250

$15
$0

$40
$40

$40
$10
$40
$40
$50

$0

$0
$20
$125

$0

$0

$0

150

$100
$100
$100

$300
$150
$300
$300
$150
$250
$300
$150
$250
$300

$15
$0

$50
$50

$50
$15
$40
$40
$75

$0

$0
$30
$150
$10

$10

$10

200

$100
$100
$100

$350
$200
$350
$350
$200
$300
$350
$200
$300
$350

$15
$25

$65
$65

$60
$20
$50
$50
$100

$10
$10
$35
$175
$50

$70

$70

250

$100
$100
$100

$400
$250
$400
$400
$250
$350
$400
$250
$350
$400

$15
$25

$75
$75

$70
$25
$50
$50
$100

$25
$25
$45
$200
$70

$90

$90



w-9
Form

(Rev. January 2011)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give Form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name/disregarded entity name, if different from above

Check appropriate box for federal tax

classification (required): [ Individual/sole proprietor

Print or type

|:| Other (see instructions) »

|:| C Corporation

|:| Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=partnership) »

|:| S Corporation |:| Partnership |:| Trust/estate

|:| Exempt payee

Address (number, street, and apt. or suite no.)

Requester’s name and address (optional)

City, state, and ZIP code

See Specific Instructions on page 2.

List account number(s) here (optional)

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on the “Name” line
to avoid backup withholding. For individuals, this is your social security number (SSN). However, for a

resident alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other - -
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a

TIN on page 3.

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

| Social security number

| Employer identification number

Part i Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that | am

no longer subject to backup withholding, and

3. lam a U.S. citizen or other U.S. person (defined below).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage
interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the

instructions on page 4.

Slgn Signature of
Here U.S. person »

Date >

General Instructions

Section references are to the Internal Revenue Code unless otherwise
noted.

Purpose of Form

A person who is required to file an information return with the IRS must
obtain your correct taxpayer identification number (TIN) to report, for
example, income paid to you, real estate transactions, mortgage interest
you paid, acquisition or abandonment of secured property, cancellation
of debt, or contributions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a resident
alien), to provide your correct TIN to the person requesting it (the
requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are waiting for a
number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt
payee. If applicable, you are also certifying that as a U.S. person, your
allocable share of any partnership income from a U.S. trade or business
is not subject to the withholding tax on foreign partners’ share of
effectively connected income.

Note. If a requester gives you a form other than Form W-9 to request
your TIN, you must use the requester’s form if it is substantially similar
to this Form W-9.

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

¢ An individual who is a U.S. citizen or U.S. resident alien,

* A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United States,

¢ An estate (other than a foreign estate), or
* A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct a trade or
business in the United States are generally required to pay a withholding
tax on any foreign partners’ share of income from such business.
Further, in certain cases where a Form W-9 has not been received, a
partnership is required to presume that a partner is a foreign person,
and pay the withholding tax. Therefore, if you are a U.S. person that is a
partner in a partnership conducting a trade or business in the United
States, provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership income.

Cat. No. 10231X

Form W=-9 (Rev. 1-2011)
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The person who gives Form W-9 to the partnership for purposes of
establishing its U.S. status and avoiding withholding on its allocable
share of net income from the partnership conducting a trade or business
in the United States is in the following cases:

* The U.S. owner of a disregarded entity and not the entity,

* The U.S. grantor or other owner of a grantor trust and not the trust,
and

* The U.S. trust (other than a grantor trust) and not the beneficiaries of
the trust.

Foreign person. If you are a foreign person, do not use Form W-9.
Instead, use the appropriate Form W-8 (see Publication 515,
Withholding of Tax on Nonresident Aliens and Foreign Entities).

Nonresident alien who becomes a resident alien. Generally, only a
nonresident alien individual may use the terms of a tax treaty to reduce
or eliminate U.S. tax on certain types of income. However, most tax
treaties contain a provision known as a “saving clause.” Exceptions
specified in the saving clause may permit an exemption from tax to
continue for certain types of income even after the payee has otherwise
become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an exception
contained in the saving clause of a tax treaty to claim an exemption
from U.S. tax on certain types of income, you must attach a statement
to Form W-9 that specifies the following five items:

1. The treaty country. Generally, this must be the same treaty under
which you claimed exemption from tax as a nonresident alien.

2. The treaty article addressing the income.

3. The article number (or location) in the tax treaty that contains the
saving clause and its exceptions.

4. The type and amount of income that qualifies for the exemption
from tax.

5. Sufficient facts to justify the exemption from tax under the terms of
the treaty article.

Example. Article 20 of the U.S.-China income tax treaty allows an
exemption from tax for scholarship income received by a Chinese
student temporarily present in the United States. Under U.S. law, this
student will become a resident alien for tax purposes if his or her stay in
the United States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30, 1984) allows
the provisions of Article 20 to continue to apply even after the Chinese
student becomes a resident alien of the United States. A Chinese
student who qualifies for this exception (under paragraph 2 of the first
protocol) and is relying on this exception to claim an exemption from tax
on his or her scholarship or fellowship income would attach to Form
W-9 a statement that includes the information described above to
support that exemption.

If you are a nonresident alien or a foreign entity not subject to backup
withholding, give the requester the appropriate completed Form W-8.

What is backup withholding? Persons making certain payments to you
must under certain conditions withhold and pay to the IRS a percentage
of such payments. This is called “backup withholding.” Payments that
may be subject to backup withholding include interest, tax-exempt
interest, dividends, broker and barter exchange transactions, rents,
royalties, nonemployee pay, and certain payments from fishing boat
operators. Real estate transactions are not subject to backup
withholding.

You will not be subject to backup withholding on payments you
receive if you give the requester your correct TIN, make the proper
certifications, and report all your taxable interest and dividends on your
tax return.

Payments you receive will be subject to backup
withholding if:
1. You do not furnish your TIN to the requester,

2. You do not certify your TIN when required (see the Part Il
instructions on page 3 for details),

3. The IRS tells the requester that you furnished an incorrect TIN,

4. The IRS tells you that you are subject to backup withholding
because you did not report all your interest and dividends on your tax
return (for reportable interest and dividends only), or

5. You do not certify to the requester that you are not subject to
backup withholding under 4 above (for reportable interest and dividend
accounts opened after 1983 only).

Certain payees and payments are exempt from backup withholding.
See the instructions below and the separate Instructions for the
Requester of Form W-9.

Also see Special rules for partnerships on page 1.

Updating Your Information

You must provide updated information to any person to whom you
claimed to be an exempt payee if you are no longer an exempt payee
and anticipate receiving reportable payments in the future from this
person. For example, you may need to provide updated information if
you are a C corporation that elects to be an S corporation, or if you no
longer are tax exempt. In addition, you must furnish a new Form W-9 if
the name or TIN changes for the account, for example, if the grantor of a
grantor trust dies.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN to a
requester, you are subject to a penalty of $50 for each such failure
unless your failure is due to reasonable cause and not to willful neglect.

Civil penalty for false information with respect to withholding. If you
make a false statement with no reasonable basis that results in no
backup withholding, you are subject to a $500 penalty.

Criminal penalty for falsifying information. Willfully falsifying
certifications or affirmations may subject you to criminal penalties
including fines and/or imprisonment.

Misuse of TINs. If the requester discloses or uses TINs in violation of
federal law, the requester may be subject to civil and criminal penalties.

Specific Instructions
Name

If you are an individual, you must generally enter the name shown on
your income tax return. However, if you have changed your last name,
for instance, due to marriage without informing the Social Security
Administration of the name change, enter your first name, the last name
shown on your social security card, and your new last name.

If the account is in joint names, list first, and then circle, the name of
the person or entity whose number you entered in Part | of the form.

Sole proprietor. Enter your individual name as shown on your income
tax return on the “Name” line. You may enter your business, trade, or
“doing business as (DBA)” name on the “Business name/disregarded
entity name” line.

Partnership, C Corporation, or S Corporation. Enter the entity's name
on the “Name” line and any business, trade, or “doing business as
(DBA) name” on the “Business name/disregarded entity name” line.

Disregarded entity. Enter the owner's name on the “Name” line. The
name of the entity entered on the “Name” line should never be a
disregarded entity. The name on the “Name” line must be the name
shown on the income tax return on which the income will be reported.
For example, if a foreign LLC that is treated as a disregarded entity for
U.S. federal tax purposes has a domestic owner, the domestic owner's
name is required to be provided on the “Name” line. If the direct owner
of the entity is also a disregarded entity, enter the first owner that is not
disregarded for federal tax purposes. Enter the disregarded entity's
name on the “Business name/disregarded entity name” line. If the owner
of the disregarded entity is a foreign person, you must complete an
appropriate Form W-8.

Note. Check the appropriate box for the federal tax classification of the
person whose name is entered on the “Name” line (Individual/sole
proprietor, Partnership, C Corporation, S Corporation, Trust/estate).

Limited Liability Company (LLC). If the person identified on the
“Name” line is an LLC, check the “Limited liability company” box only
and enter the appropriate code for the tax classification in the space
provided. If you are an LLC that is treated as a partnership for federal
tax purposes, enter “P” for partnership. If you are an LLC that has filed a
Form 8832 or a Form 2553 to be taxed as a corporation, enter “C” for
C corporation or “S” for S corporation. If you are an LLC that is
disregarded as an entity separate from its owner under Regulation
section 301.7701-3 (except for employment and excise tax), do not
check the LLC box unless the owner of the LLC (required to be
identified on the “Name” line) is another LLC that is not disregarded for
federal tax purposes. If the LLC is disregarded as an entity separate
from its owner, enter the appropriate tax classification of the owner
identified on the “Name” line.



Form W-9 (Rev. 1-2011)

Page 3

Other entities. Enter your business name as shown on required federal
tax documents on the “Name” line. This name should match the name
shown on the charter or other legal document creating the entity. You
may enter any business, trade, or DBA name on the “Business name/
disregarded entity name” line.

Exempt Payee

If you are exempt from backup withholding, enter your name as
described above and check the appropriate box for your status, then
check the “Exempt payee” box in the line following the “Business name/
disregarded entity name,” sign and date the form.

Generally, individuals (including sole proprietors) are not exempt from
backup withholding. Corporations are exempt from backup withholding
for certain payments, such as interest and dividends.

Note. If you are exempt from backup withholding, you should still
complete this form to avoid possible erroneous backup withholding.

The following payees are exempt from backup withholding:

1. An organization exempt from tax under section 501(a), any IRA, or a
custodial account under section 403(b)(7) if the account satisfies the
requirements of section 401()(2),

2. The United States or any of its agencies or instrumentalities,

3. A state, the District of Columbia, a possession of the United States,
or any of their political subdivisions or instrumentalities,

4. A foreign government or any of its political subdivisions, agencies,
or instrumentalities, or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup withholding include:
6. A corporation,
7. A foreign central bank of issue,

8. A dealer in securities or commodities required to register in the
United States, the District of Columbia, or a possession of the United
States,

9. A futures commission merchant registered with the Commodity
Futures Trading Commission,

10. A real estate investment trust,

11. An entity registered at all times during the tax year under the
Investment Company Act of 1940,

12. A common trust fund operated by a bank under section 584(a),
13. A financial institution,

14. A middleman known in the investment community as a nominee or
custodian, or

15. A trust exempt from tax under section 664 or described in section
4947.

The following chart shows types of payments that may be exempt
from backup withholding. The chart applies to the exempt payees listed
above, 1 through 15.

IF the payment is for . .. THEN the payment is exempt

for...

Interest and dividend payments All exempt payees except

for 9

Broker transactions Exempt payees 1 through 5 and 7

through 13. Also, C corporations.

Barter exchange transactions and
patronage dividends

Exempt payees 1 through 5

Payments over $600 required to be | Generally, exempt payees
reported and direct sales over 1 through 7
$5,000 '

'See Form 1099-MISC, Miscellaneous Income, and its instructions.

*However, the following payments made to a corporation and reportable on Form
1099-MISC are not exempt from backup withholding: medical and health care
payments, attorneys' fees, gross proceeds paid to an attorney, and payments for
services paid by a federal executive agency.

Part I. Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. If you are a resident alien and
you do not have and are not eligible to get an SSN, your TIN is your IRS
individual taxpayer identification number (ITIN). Enter it in the social
security number box. If you do not have an ITIN, see How to get a TIN
below.

If you are a sole proprietor and you have an EIN, you may enter either
your SSN or EIN. However, the IRS prefers that you use your SSN.

If you are a single-member LLC that is disregarded as an entity
separate from its owner (see Limited Liability Company (LLC) on page 2),
enter the owner’s SSN (or EIN, if the owner has one). Do not enter the
disregarded entity’s EIN. If the LLC is classified as a corporation or
partnership, enter the entity’s EIN.

Note. See the chart on page 4 for further clarification of name and TIN
combinations.

How to get a TIN. If you do not have a TIN, apply for one immediately.
To apply for an SSN, get Form SS-5, Application for a Social Security
Card, from your local Social Security Administration office or get this
form online at www.ssa.gov. You may also get this form by calling
1-800-772-1213. Use Form W-7, Application for IRS Individual Taxpayer
Identification Number, to apply for an ITIN, or Form SS-4, Application for
Employer Identification Number, to apply for an EIN. You can apply for
an EIN online by accessing the IRS website at www.irs.gov/businesses
and clicking on Employer Identification Number (EIN) under Starting a
Business. You can get Forms W-7 and SS-4 from the IRS by visiting
IRS.gov or by calling 1-800-TAX-FORM (1-800-829-3676).

If you are asked to complete Form W-9 but do not have a TIN, write
“Applied For” in the space for the TIN, sign and date the form, and give
it to the requester. For interest and dividend payments, and certain
payments made with respect to readily tradable instruments, generally
you will have 60 days to get a TIN and give it to the requester before you
are subject to backup withholding on payments. The 60-day rule does
not apply to other types of payments. You will be subject to backup
withholding on all such payments until you provide your TIN to the
requester.

Note. Entering “Applied For” means that you have already applied for a
TIN or that you intend to apply for one soon.

Caution: A disregarded domestic entity that has a foreign owner must
use the appropriate Form W-8.

Part Il. Certification

To establish to the withholding agent that you are a U.S. person, or
resident alien, sign Form W-9. You may be requested to sign by the
withholding agent even if item 1, below, and items 4 and 5 on page 4
indicate otherwise.

For a joint account, only the person whose TIN is shown in Part |
should sign (when required). In the case of a disregarded entity, the
person identified on the “Name” line must sign. Exempt payees, see
Exempt Payee on page 3.

Signature requirements. Complete the certification as indicated in
items 1 through 3, below, and items 4 and 5 on page 4.

1. Interest, dividend, and barter exchange accounts opened
before 1984 and broker accounts considered active during 1983.
You must give your correct TIN, but you do not have to sign the
certification.

2. Interest, dividend, broker, and barter exchange accounts
opened after 1983 and broker accounts considered inactive during
1983. You must sign the certification or backup withholding will apply. If
you are subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2 in the
certification before signing the form.

3. Real estate transactions. You must sign the certification. You may
cross out item 2 of the certification.
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4, Other payments. You must give your correct TIN, but you do not
have to sign the certification unless you have been notified that you
have previously given an incorrect TIN. “Other payments” include
payments made in the course of the requester’s trade or business for
rents, royalties, goods (other than bills for merchandise), medical and
health care services (including payments to corporations), payments to
a nonemployee for services, payments to certain fishing boat crew
members and fishermen, and gross proceeds paid to attorneys
(including payments to corporations).

5. Mortgage interest paid by you, acquisition or abandonment of
secured property, cancellation of debt, qualified tuition program
payments (under section 529), IRA, Coverdell ESA, Archer MSA or
HSA contributions or distributions, and pension distributions. You
must give your correct TIN, but you do not have to sign the certification.

What Name and Number To Give the Requester

For this type of account: Give name and SSN of:

1. Individual The individual
2. Two or more individuals (joint The actual owner of the account or,
account) if combined funds, the first

individual on the account '

3. Custodian account of a minor
(Uniform Gift to Minors Act)

4. a. The usual revocable savings
trust (grantor is also trustee)
b. So-called trust account that is
not a legal or valid trust under
state law

5. Sole proprietorship or disregarded
entity owned by an individual

6. Grantor trust filing under Optional
Form 1099 Filing Method 1 (see
Regulation section 1.671-4(b)(2)(i)(A))

The minor *
The grantor-trustee '

The actual owner '

The owner °

The grantor*

For this type of account: Give name and EIN of:

7. Disregarded entity not owned by an | The owner
individual

. A valid trust, estate, or pension trust | Legal entity *

Corporation or LLC electing

corporate status on Form 8832 or

Form 2553

10. Association, club, religious,
charitable, educational, or other
tax-exempt organization

11. Partnership or multi-member LLC

12. A broker or registered nominee

© ®

The corporation

The organization

The partnership
The broker or nominee

13. Account with the Department of
Agriculture in the name of a public
entity (such as a state or local
government, school district, or
prison) that receives agricultural
program payments

14. Grantor trust filing under the Form
1041 Filing Method or the Optional
Form 1099 Filing Method 2 (see
Regulation section 1.671-4(b)(2)(i)(B))

The public entity

The trust

" List first and circle the name of the person whose number you furnish. If only one personon a
joint account has an SSN, that person’s number must be furnished.

? Gircle the minor’s name and furnish the minor's SSN.

3You must show your individual name and you may also enter your business or “DBA” name on
the “Business name/disregarded entity” name line. You may use either your SSN or EIN (if you
have one), but the IRS encourages you to use your SSN.

4 List first and circle the name of the trust, estate, or pension trust. (Do not furnish the TIN of the
personal representative or trustee unless the legal entity itself is not designated in the account
title.) Also see Special rules for partnerships on page 1.

*Note. Grantor also must provide a Form W-9 to trustee of trust.

Note. If no name is circled when more than one name is listed, the
number will be considered to be that of the first name listed.

Secure Your Tax Records from Identity Theft

Identity theft occurs when someone uses your personal information
such as your name, social security number (SSN), or other identifying
information, without your permission, to commit fraud or other crimes.
An identity thief may use your SSN to get a job or may file a tax return
using your SSN to receive a refund.

To reduce your risk:
* Protect your SSN,
* Ensure your employer is protecting your SSN, and
* Be careful when choosing a tax preparer.

If your tax records are affected by identity theft and you receive a
notice from the IRS, respond right away to the name and phone number
printed on the IRS notice or letter.

If your tax records are not currently affected by identity theft but you
think you are at risk due to a lost or stolen purse or wallet, questionable
credit card activity or credit report, contact the IRS Identity Theft Hotline
at 1-800-908-4490 or submit Form 14039.

For more information, see Publication 4535, Identity Theft Prevention
and Victim Assistance.

Victims of identity theft who are experiencing economic harm or a
system problem, or are seeking help in resolving tax problems that have
not been resolved through normal channels, may be eligible for
Taxpayer Advocate Service (TAS) assistance. You can reach TAS by
calling the TAS toll-free case intake line at 1-877-777-4778 or TTY/TDD
1-800-829-4059.

Protect yourself from suspicious emails or phishing schemes.
Phishing is the creation and use of email and websites designed to
mimic legitimate business emails and websites. The most common act
is sending an email to a user falsely claiming to be an established
legitimate enterprise in an attempt to scam the user into surrendering
private information that will be used for identity theft.

The IRS does not initiate contacts with taxpayers via emails. Also, the
IRS does not request personal detailed information through email or ask
taxpayers for the PIN numbers, passwords, or similar secret access
information for their credit card, bank, or other financial accounts.

If you receive an unsolicited email claiming to be from the IRS,
forward this message to phishing@irs.gov. You may also report misuse
of the IRS name, logo, or other IRS property to the Treasury Inspector
General for Tax Administration at 1-800-366-4484. You can forward
suspicious emails to the Federal Trade Commission at: spam@uce.gov
or contact them at www.ftc.gov/idtheft or 1-877-IDTHEFT
(1-877-438-4338).

Visit IRS.gov to learn more about identity theft and how to reduce
your risk.

Privacy Act Notice

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons (including federal agencies) who are required to file information returns with
the IRS to report interest, dividends, or certain other income paid to you; mortgage interest you paid; the acquisition or abandonment of secured property; the cancellation
of debt; or contributions you made to an IRA, Archer MSA, or HSA. The person collecting this form uses the information on the form to file information returns with the IRS,
reporting the above information. Routine uses of this information include giving it to the Department of Justice for civil and criminal litigation and to cities, states, the District
of Columbia, and U.S. possessions for use in administering their laws. The information also may be disclosed to other countries under a treaty, to federal and state agencies
to enforce civil and criminal laws, or to federal law enforcement and intelligence agencies to combat terrorism. You must provide your TIN whether or not you are required to
file a tax return. Under section 3406, payers must generally withhold a percentage of taxable interest, dividend, and certain other payments to a payee who does not give a
TIN to the payer. Certain penalties may also apply for providing false or fraudulent information.
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A DENTAL HEALTH PLAN

List of Dentists and Credentialing Verification Form

List below the full names (as they appear on the state license) and license numbers of all dentists
practicing (full-time or part-time) in the practice who will be treating CDN enrollees.
(If more space needed, use additional forms)

By signing below, each dentist hereby authorizes the disclosure of their name in a list of CDN
participating dental providers that will be available to members, potential members and others.

Print DDS Name License # DDS Signature

Confirmation of Staff Credentialing

| have collected and reviewed the appropriate credentialing materials (state license, malpractice in-
surance, DEA certification, CPR certification), have them on file in the office and available for inspec-
tion by CDN. All licensed personnel working in this office (including but not limited to dentists, hy-
gienists, registered dental assistants, assistants and registered x-ray technicians) will, at all times,
hold currently valid, unexpired California State Licenses, CPR certification and, where appropriate,
have current malpractice coverage & DEA certification. No procedures are or will be performed in
this office by persons who are not licensed and credentialed to perform them.

| hereby confirm under penalty of perjury that, to the best of my knowledge and belief, the above is
true and correct.

DENTAL OFFICE
SIGNATURE of Owner/Managing DENTIST NAME
ADDRESS 1
PRINT NAME of Owner/Managing DENTIST ADDRESS 2
CITY STATE ZIP
Date PHONE # _( )
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Provider Application

Individual Dentist Information
(Must be completed for each dentist who will treat CDN Members)

Dentist:
Full Name Degree(s)
(Please Print)
Social Security Number - - Date of Birth - -
CA Dental License #'s DEA Number

Education/Training:

Undergraduate School Degree Year Graduated
Post Graduate School Degree Year Graduated
Dental School Degree Year Graduated
Residency
Facility Location
Specialty Field Dates
Other Training Programs
Facility Location
Specialty Field Dates

Professional Associations:

Membership in dental societies and associations:

Positions of responsibility in local, state or national dental associations:

Dental school or other teaching appointments:

Scope of Practice:
(General Dentists Only)

Please check the service that you routinely perform for your patient.

Periodontics Endodontics Oral Surgery
___ Scaling/Root Planning _____Anterior root canals Surgical removal of:
____ Soft tissue management ____ Bicuspid root canals ___ Erupted tooth
____ Surgery _____ First molars ______ Soft tissue impactions
______Second molars _____ Partial bony impactions
_____Apical surgery ______Full bony impactions

(Over)



Liability Coverage:

Liability Carrier

Policy Number Expiration Date
Amount of Coverage Per Occurrence Aggregate
Do you have any pending malpractice cases/claims against you? Yes No

Number of prior malpractice settlements/judgments

For each malpractice action, please attach an explanation, which includes the facts of each action
and the amount of settlement.

Licensure:

Have you ever:

Had your license, in any state, suspended, revoked, restricted or limited? Yes No

Been conviction, or pleaded guilty to a felony, moral or ethical crime? Yes No

Had any chronic illnesses, physical defects or addiction, that would
impair your ability to practice dentistry? Yes No

Had your membership denied, not renewed, or been subject to disciplinary
proceedings in any dental organization? Yes No

Been licensed to practice dentistry in another state, or under another name? Yes No

Please attach an explanation for any questions answered “Yes”.

Certification & Release of information:

The undersigned hereby certifies that the above information is true, correct and complete to the best of
my knowledge, and that the intentional submission of false or misleading information or withholding of
relevant information is grounds for denial or termination as a participating provider with California Dental
Network, Inc., or any of its affiliated organizations. The undersigned hereby authorizes California Dental
Network, Inc., to consult individuals, groups and/or organizations having information concerning my
education, training, qualifications or experience, including malpractice claims history, and to inspect all
pertinent documentation. The undersigned hereby releases California Dental Network, Inc., and its
representatives and affiliates from any liability for their acts preformed in good faith and without malice in
evaluating my credentials and qualifications including any malpractice liability claims information, and do
hereby further release all individuals and organizations which provide information to California Dental
Network, Inc. regarding my professional competence, ethics, character and other qualifications or
affiliations, including malpractice claims information, from any liability provided they are acting in good
faith and without malice. The undersigned hereby agrees to notify California Dental Network, Inc. in

a timely manor of any changes in the above information.

NAME:

(Please Print or Type)

Signature: Date:




California Dental
Network, Inc.

Provider Application

Dental Facility Information
(Use a separate form for each Location)

Dental Facility:
Name of Practice

(As you want it to appear in our provider directory)

Street Address

City County State Zip Code

Mailing Address, If Different

City County State Zip Code
Office Numbers:
Phone ( ) - Fax ( ) -
Legal Entity: Corporation_____ Partnership_____ Sole Proprietor____ Tax I.D. Number
Principal Owner(s): Dental License #

Principal Contacts:

Dentist Phone ( ) - Ext.
Administrator Phone ( ) - Ext.
Staffing:
Office Staff (FTE’s):

Dentists Hygienists RDA’s/DA’s Admin Staff
Associate Dentist(s) Name Dental License # Specialty Hours/Week

(Complete an “Individual Dentist Information” form for each Owner and Associate)
Availability/Capacity:

Office Hours:
Mon: Tues: Wed: Thurs: Fri: Sat: Sun:
# of Operatories: Patient Base: FFS/Indemnity % Prepaid % Denti-Cal %

Other Managed Care Plans Accepted:

Appointment availability: New Patient Routine Hygiene Emergency

Foreign Languages Spoken:

(Qver)



Accessibility:

Location:
Ground Floor: ™ or Higher: Elevator: Yes No__ N/A__
Free Parking: Yes No # of Parking Spaces: On site restrooms: Yes__ No____

Handicap accessible:

Parking: Yes__ No__ Restrooms: Yes_ No__ FrontDoor: Yes__ No__

Elevator: Yes__ No____ Operatories: Yes__ _No__ X-Rays: Yes__ _No____
Routine appointment intervals: Average waiting time in office with appointment:
Appointments per dentist/day: Describe broken appointment policy & follow up system:

Are emergency services available 24 hours aday: Yes_ No__

Describe how you provide for emergence services in your absence:

Specialists to whom your Practice refers patients:

Endodontist: Name: Address:
Phone: (__) -

Name: Address:
Phone: (__ ) -

Periodontist: Name: Address:
Phone: (__) -

Name: Address:
Phone: (__) -

Oral Surgeon: Name: Address:
Phone: (__ ) -

Name: Address:
Phone: (__) -

Pedodontist: Name: Address:
Phone: (__) -

Name: Address:

Phone: ( ) -
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