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Our service area includes specific counties within the United States, Puerto Rico and all other 
major US Territories.
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Let's talk about the Humana Group  
Medicare Advantage PPO Plan.
Find out more about the Humana Group Medicare Advantage PPO plan – including the  
services it covers – in this easy-to-use guide.

The benefit information provided is a summary of what we cover and what you pay. It  
doesn't list every service that we cover or list every limitation or exclusion. For a  
complete list of services we cover, refer to the "Evidence of Coverage".

To be eligible
To join the Humana Group Medicare  
Advantage PPO plan, you must be  
entitled to Medicare Part A, be  
enrolled in Medicare Part B, and live in  
our service area.

Plan name:
Humana Group Medicare Advantage  
PPO plan

How to reach us:
Members should call toll-free 
1-866-396-8810 for questions 
(TTY/TDD 711) 

Call Monday – Friday, 8 a.m. - 9 p.m.  
Eastern Time. 

Or visit our website: Humana.com

Humana Group Medicare Advantage PPO plan  
has a network of doctors, hospitals, and other  
providers. For more information, please call  
Group Medicare Customer Care.

A healthy partnership
Get more from your plan — with extra  
services and resources provided by  
Humana!
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Note: some services require prior authorization and referrals from providers.

Monthly Premium, Deductible and Limits
- IN-NETWORK OUT-OF-NETWORK
PLAN COSTS
Monthly premium
You must keep paying your  
Medicare Part B premium.

For information concerning the actual premiums you will pay, please  
contact your employer group benefits plan administrator.

Medical deductible $147 per year for some combined  
in- and out-of-network services

$147 per year for some combined  
in- and out-of-network services

Maximum out-of-pocket 
responsibility
The most you pay for copays, 
coinsurance and other costs for 
medical services for the year.

In-Network Maximum 
Out-of-Pocket
$1,000 out-of-pocket limit for 
Medicare-covered services. The 
following services do not apply to 
the maximum out-of-pocket: Part 
D Pharmacy; Dental Services 
(Routine); Fitness Program; Health 
Education Services; Meal Benefit; 
Post-Discharge Personal Home 
Care; Post-Discharge 
Transportation Services; Smoking 
Cessation (Additional); Vision 
Services (Routine)  and the Plan 
Premium.

If you reach the limit on 
out-of-pocket costs, we will pay 
the full cost for the rest of the 
year on covered hospital and 
medical services.

Combined In and 
Out-of-Network Maximum 
Out-of-Pocket
$1,000 out-of-pocket limit for 
Medicare-covered services. 
In-Network Exclusions: Part D 
Pharmacy; Dental Services 
(Routine); Fitness Program; Health 
Education Services; Meal Benefit; 
Post-Discharge Personal Home 
Care; Post-Discharge 
Transportation Services; Smoking 
Cessation (Additional); Vision 
Services (Routine)  and the Plan 
Premium do not apply to the 
combined maximum 
out-of-pocket.

Out-of-Network Exclusions: Part D 
Pharmacy; Dental Services 
(Routine); Vision Services 
(Routine); Worldwide Coverage  
and the Plan Premium do not 
apply to the combined maximum 
out-of-pocket.

Your limit for services received 
from in-network providers will 
count toward this limit.

If you reach the limit on 
out-of-pocket costs, we will pay 
the full cost for the rest of the 
year on covered hospital and 
medical services. 
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK
ACUTE INPATIENT HOSPITAL CARE
Our plan covers an unlimited  
number of days for an inpatient  
hospital stay. Except in an  
emergency, your doctor must tell  
the plan that you are going to be  
admitted to the hospital.

$0 per admit $0 per admit

OUTPATIENT HOSPITAL COVERAGE
Outpatient hospital visits $0 copay $0 copay

Ambulatory surgical center $0 copay $0 copay 

DOCTOR OFFICE VISITS
Primary care provider (PCP) $0 copay $0 copay

Specialists $0 copay $0 copay

PREVENTIVE CARE
Including: Annual Wellness Visit,  
flu vaccine, colorectal cancer and  
breast cancer screenings. Any  
additional preventive services  
approved by Medicare during the  
contract year will be covered. 

Covered at no cost Covered at no cost

EMERGENCY CARE
Emergency room $0 copay for Medicare-covered  

emergency room visit(s) 
$0 copay for Medicare-covered  
emergency room visit(s) 

Urgently needed services
Urgently needed services are care  
provided to treat a  
non-emergency, unforeseen  
medical illness, injury or condition  
that requires immediate medical  
attention.

$0 copay $0 copay

DIAGNOSTIC SERVICES, LABS AND IMAGING
Diagnostic radiology $0 copay  $0 copay 

Lab services $0 copay  $0 copay  

Diagnostic tests and procedures $0 copay $0 copay 

Outpatient X-rays $0 copay $0 copay 

Radiation therapy $0 copay $0 copay 

HEARING SERVICES
$0 copay $0 copay Medicare-covered hearing
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK
DENTAL SERVICES
Medicare-covered dental $0 copay (services include surgery 

of the jaw or related structures, 
setting fractures of the jaw or 
facial bones, extraction of teeth to 
prepare the jaw for radiation 
treatments or neoplastic disease)

$0 copay (services include surgery 
of the jaw or related structures, 
setting fractures of the jaw or 
facial bones, extraction of teeth to 
prepare the jaw for radiation 
treatments or neoplastic disease)

Routine dental 0% of the cost for comprehensive 
oral evaluation or periodontal 
exam up to 1 every 3 years.
0% of the cost for panoramic film 
or diagnostic x-rays up to 1 every 
5 years.
0% of the cost for bitewing x-rays 
up to 1 set(s) per year.
0% of the cost for emergency 
diagnostic exam, intraoral x-rays 
up to 1 per year.
0% of the cost for fluoride 
treatment, periodic oral exam, 
prophylaxis (cleaning) up to 2 per 
year.
0% of the cost for periodontal 
maintenance up to 4 per year.
0% of the cost for general 
anesthesia (nitrous oxide, 
anxiolysis, 
intravenous-conscious-sedation/a
nalgesia) up to unlimited per year.
20% of the cost for amalgam 
and/or composite filling, 
emergency treatment for pain up 
to 2 per year.
20% of the cost for simple or 
surgical extraction up to unlimited 
per year.
50% of the cost for scaling and 
root planing (deep cleaning) up to 
1 per quadrant every 3 years.
50% of the cost for occlusal 
adjustment, scaling for moderate 
inflammation up to 1 every 3 
years.
50% of the cost for complete 
dentures, partial dentures up to 1 
set(s) every 5 years.

0% of the cost for comprehensive 
oral evaluation or periodontal 
exam up to 1 every 3 years.
0% of the cost for panoramic film 
or diagnostic x-rays up to 1 every 
5 years.
0% of the cost for bitewing x-rays 
up to 1 set(s) per year.
0% of the cost for emergency 
diagnostic exam, intraoral x-rays 
up to 1 per year.
0% of the cost for fluoride 
treatment, periodic oral exam, 
prophylaxis (cleaning) up to 2 per 
year.
0% of the cost for periodontal 
maintenance up to 4 per year.
0% of the cost for general 
anesthesia (nitrous oxide, 
anxiolysis, 
intravenous-conscious-sedation/a
nalgesia) up to unlimited per year.
20% of the cost for amalgam 
and/or composite filling, 
emergency treatment for pain up 
to 2 per year.
20% of the cost for simple or 
surgical extraction up to unlimited 
per year.
50% of the cost for scaling and 
root planing (deep cleaning) up to 
1 per quadrant every 3 years.
50% of the cost for occlusal 
adjustment, scaling for moderate 
inflammation up to 1 every 3 
years.
50% of the cost for complete 
dentures, partial dentures up to 1 
set(s) every 5 years.
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK

50% of the cost for adjustments 
to dentures, denture rebase, 
denture reline, denture repair, root 
canal or retreatment, tissue 
conditioning up to 1 per year.
50% of the cost for crown, oral 
surgery up to 2 per year.
$1,000 combined maximum 
benefit coverage amount per year 
for all preventive and 
comprehensive benefits.

50% of the cost for adjustments 
to dentures, denture rebase, 
denture reline, denture repair, root 
canal or retreatment, tissue 
conditioning up to 1 per year.
50% of the cost for crown, oral 
surgery up to 2 per year.
$1,000 combined maximum 
benefit coverage amount per year 
for all preventive and 
comprehensive benefits.
Benefits received out-of-network 
are subject to any in-network 
benefit maximums, limitations, 
and/or exclusions.

Limitations and exclusions may apply. Submitted claims are subject to a review process which may include 
a clinical review and dental history to approve coverage. Dental benefits under this plan may not cover all 
ADA procedure codes. Any services received that are not listed will not be covered by the plan and will be 
the member's responsibility. The member is responsible for any amount above the dental coverage limit. 
Benefits are offered on a calendar year basis. Any amount unused at the end of the year will expire. 
Information regarding each plan is available at Humana.com/sb.

In-network dentists have agreed to provide covered services at contracted rates (per the in-network fee 
schedules, or INFS). If a member visits a participating network dentist, the member cannot be billed for 
charges that exceed the negotiated fee schedule (but coinsurance payment still applies).

Out-of-network dentists have not agreed to provide services at contracted fees. Benefits received 
out-of-network are subject to any in-network benefit maximums, limitations and/or exclusions. Members 
may be billed by the out-of-network provider for any amount greater than the payment made by Humana 
to the provider. Please see below for provider locator instructions. Network providers agree to bill us 
directly. If a provider who is not in our network is not willing to bill us directly, you may have to pay upfront 
and submit a request for reimbursement. The coinsurance level will apply to the average negotiated 
in-network fee schedule (INFS) in your area. See Chapter 2 Payment Requests Contact Information or visit 
Humana.com for information on requesting reimbursement.

When visiting an out-of-network provider there could be a difference between Humana’s reimbursement 
and the dentist’s charges. Members are responsible for this difference when visiting an out-of-network 
provider; this is known as balanced billing.

The Mandatory Supplemental Dental benefits are provided through the Humana Dental Medicare Network. 
The provider locator can be found at Humana.com > Find a doctor > Select the Dentist icon from the 
menu > From the Distance drop down select the preferred distance > Enter Zip code > From the look up 
method select All Dental Networks > Then select HumanaDental Medicare.
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK
VISION SERVICES

$0 copay (services include 
diagnosis and treatment of 
diseases and injuries of the eye)  

$0 copay (services include 
diagnosis and treatment of 
diseases and injuries of the eye)  

Medicare-covered vision  
services

 $0 copay  $0 copayMedicare-covered diabetic eye  
exam

Medicare-covered glaucoma  
screening

 $0 copay  $0 copay

Medicare-covered eyewear  
(post-cataract)

$0 copay $0 copay

$0 copay for routine exam 
(includes refraction) up to 1 per 
year.
$100 combined maximum benefit 
coverage amount per year for 
contact lenses, eyeglasses (lenses 
and frames), including lens 
options such as ultraviolet 
protection and scratch resistant 
coating, fitting for eyeglasses 
(lenses and frames).

$175 combined maximum benefit 
coverage amount per year for 
routine exam (includes refraction).
$0 copay for routine exam 
(includes refraction) up to 1 per 
year.
$100 combined maximum benefit 
coverage amount per year for 
contact lenses, eyeglasses (lenses 
and frames), including lens 
options such as ultraviolet 
protection and scratch resistant 
coating, fitting for eyeglasses 
(lenses and frames).
Benefits received out-of-network 
are subject to any in-network 
benefit maximums, limitations, 
and/or exclusions.

Routine vision

EyeMed is the In-Network  
provider for the routine vision  
benefit. Contact Customer Service  
to locate a provider.

MENTAL HEALTH SERVICES
Inpatient
The inpatient hospital care limit  
applies to inpatient mental  
services provided in a general  
hospital. Except in an emergency,  
your doctor must tell the plan  
that you are going to be  
admitted to the hospital. 
190 day lifetime limit in a  
psychiatric facility.

$0 per admit $0 per admit

Outpatient group and individual  
therapy visits  

Outpatient therapy visit: 
$0 copay 
Partial Hospitalization: 
$0 copay

Outpatient therapy visit: 
$0 copay
Partial Hospitalization: 
$0 copay
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK
SKILLED NURSING FACILITY
Our plan covers up to 100 days in  
a SNF. 

No 3-day hospital stay is  
required. 
Plan pays $0 after 100 days.

$0 copay per day for days 1-100 $0 copay per day for days 1-100

PHYSICAL THERAPY
$0 copay  $0 copay  

AMBULANCE
Per date of service regardless of  
the number of trips. Limited to  
Medicare-covered transportation.

$0 copay $0 copay 

PART B PRESCRIPTION DRUGS
$0 copay $0 copay

ACUPUNCTURE SERVICES
Medicare-covered acupuncture  
visit(s) for chronic low back pain

Your plan allows services to be  
received by a provider licensed to  
perform acupuncture or by  
providers meeting the Original  
Medicare provider requirements.

$0 copay for acupuncture for  
chronic low back pain visits up to  
20 combined in and out of  
network visit(s) per year.

$0 copay for acupuncture for  
chronic low back pain visits up to  
20 combined in and out of  
network visit(s) per year. 
Benefits received out-of-network  
are subject to any in-network  
benefit maximums, limitations,  
and/or exclusions.

ALLERGY
Allergy shots & serum $0 copay $0 copay

CHIROPRACTIC SERVICES
Medicare-covered chiropractic  
visit(s)

$0 copay  $0 copay  

DIABETES MANAGEMENT TRAINING
- $0 copay $0 copay

FOOT CARE (PODIATRY)
Medicare-covered foot care $0 copay $0 copay

HOME HEALTH CARE
- $0 copay  $0 copay  

MEDICAL EQUIPMENT/SUPPLIES
Durable medical equipment  
(like wheelchairs or oxygen)

0% of the cost  0% of the cost  
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK
Medical supplies 0% of the cost  0% of the cost  

Prosthetics (artificial limbs or  
braces)

$0 copay  $0 copay  

Diabetes monitoring supplies $0 copay  $0 copay  

OUTPATIENT SUBSTANCE ABUSE
Outpatient group and individual  
substance abuse treatment  
visits   

Outpatient therapy visit: 
$0 copay
Partial Hospitalization:
$0 copay

Outpatient therapy visit: 
$0 copay
Partial Hospitalization:
$0 copay

REHABILITATION SERVICES
Occupational and speech  
therapy

$0 copay $0 copay 

Cardiac rehabilitation $0 copay $0 copay

Pulmonary rehabilitation $0 copay $0 copay

RENAL DIALYSIS
Renal dialysis $0 copay  $0 copay  

Kidney disease education  
services

$0 copay $0 copay

TELEHEALTH SERVICES (in addition to Original Medicare)
Primary care provider (PCP) $0 copay Not Covered 

Specialist $0 copay Not Covered 

Urgent care services $0 copay Not Covered 

Substance abuse or behavioral  
health services

$0 copay Not Covered 
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Note: A cost share range may display, depending on the service and where the service is provided. Some services  
require prior authorization.

Covered Medical and Hospital Benefits
- IN-NETWORK OUT-OF-NETWORK
FITNESS AND WELLNESS

SilverSneakers® is a total health and physical activity program that  
provides access to exercise equipment, group fitness classes, and  
social events.

HEALTH EDUCATION SERVICES
Personal Health Coaching is an interactive inbound and outreach  
on-line and telephonic wellness coaching for Medicare participants  
who elect to participate, for wellness improvement, including weight  
management, nutrition, exercise, back care, blood pressure  
management, and blood sugar management.

MEAL BENEFIT
After a member's overnight inpatient stay in a hospital or skilled  
nursing facility, members are eligible for nutritious meals delivered to  
their door at no cost.

POST-DISCHARGE PERSONAL HOME CARE
After a member's overnight inpatient stay in a hospital or skilled  
nursing facility, members may receive assistance performing activities  
of daily living within the home. Types of assistance include bathing,  
dressing, toileting, walking, eating and preparing meals.

POST-DISCHARGE TRANSPORTATION SERVICES
After a member's overnight inpatient stay in a hospital or skilled  
nursing facility, members are provided transportation to plan  
approved locations by car, van or wheelchair accessible vehicle at no  
cost.

SMOKING CESSATION (ADDITIONAL)
A comprehensive smoking cessation program available online, email  
and phone. Personal coaches assist via establishing goals and  
providing articles and resources to aid in the effort to quit smoking.

HOSPICE
You must get care from a Medicare-certified hospice. You must consult with your plan before you select  
hospice.

-     
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Notes
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Important____________________________________________
At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color,  
national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital  
status, religion, or language. Discrimination is against the law. Humana and its subsidiaries comply with  
applicable federal civil rights laws. If you believe that you have been discriminated against by Humana or  
its subsidiaries, there are ways to get help.
• You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618. 
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

• You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office  
for Civil Rights electronically through their Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services,  
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019,  
800-537-7697 (TDD). Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html.

• California residents: You may also call California Department of Insurance toll-free hotline number: 
1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-877-320-1235 (TTY: 711)
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video  
remote interpretation, and written information in other formats to people with disabilities when such  
auxiliary aids and services are necessary to ensure an equal opportunity to participate.
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Humana is a Medicare Advantage PPO plan with a Medicare contract. Enrollment in this Humana plan  
depends on contract renewal.

If you want to compare our plan with other Medicare health plans, you can call your employer or union  
sponsoring this plan to find out if you have other options through them. 

If you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare  
& You" handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE  
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

All product names, logos, brands and trademarks are property of their respective owners, and any use does  
not imply endorsement.

Humana.com

You can see your plan's provider directory at Humana.com or call us at the  
number listed at the beginning of this booklet and we will send you one.

Find out more
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The following provides an all-inclusive list of dental services covered under this plan. Limitations and exclusions 
may apply. Submitted claims are subject to a review process which may include a clinical review and dental 
history to approve coverage. Any services received that are not listed will not be covered by the plan and will be 
the member’s responsibility. The member is responsible for any amount above the dental coverage limit. Benefits 
are offered on a calendar year basis. Any amount unused at the end of the year will expire. 

Contact Information 

Members: For information about your dental benefits, call Humana Dental Customer Service at 800-457-4708 
(TTY: 711), Monday – Friday, 8 a.m. – 6 p.m., in your time zone. Refer to MyHumana.com for a full listing of the 
dental limitations and exclusions available in the Evidence of Coverage (EOC) for your plan. For a copy of this 
document and other plan resources, please visit Humana.com/sb. 

Providers: For information about dental benefits, call Humana Dental Provider Customer Service at 800-833-
2223, Monday – Friday, 8 a.m. − 8 p.m., Eastern time. 

Additional Plan Details 

• In-network dental providers have agreed to provide covered services at contracted rates per the in-network
fee schedules (INFS). If a member visits a participating network dental provider, the member cannot be billed
for charges that exceed the negotiated fee schedule (but coinsurance payment still applies).

• Out-of-network dental providers have not agreed to provide services at contracted fees. Benefits received out-
of-network are subject to any in-network benefit maximums, limitations and/or exclusions. Members may be
billed by the out-of-network provider for any amount greater than the payment made by Humana to the
provider. Network providers agree to bill us directly. If a provider who is not in our network is not willing to bill
us directly, the member may have to pay upfront and submit a request for reimbursement. The coinsurance
level will apply to the average negotiated in-network fee schedule (INFS) in the member’s area.

• When visiting an out-of-network dental provider there could be a difference between Humana’s
reimbursement and the dentist’s charges. Members are responsible for this difference when visiting an
out‐of‐network provider; this is known as balanced billing.

• Humana is a Medicare Advantage preferred provider organization (PPO) with a Medicare contract. Enrollment
in any Humana plan depends on contract renewal. Dental benefits on this plan use a PPO dental network.

2024  DEN414
HumanaDental® Medicare Network 

http://www.myhumana.com/
http://www.humana.com/sb


Two procedure codes per 
calendar year 

One procedure code per 
calendar year 

One procedure code from 
this group every three 

calendar years 

One procedure code from 
this group every five 

calendar years 

One procedure code from 
this group per calendar 

year 

One procedure code from 
this group per calendar 

year 

Two procedure codes per 
calendar year 
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Deductible $0 
Annual maximum $1,000 
Waiting periods None 

ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Exam 

D0120 Periodic oral evaluation – established 
patient 100% 100% 

Emergency diagnostic exam 

D0140 Limited oral evaluation – problem 
focused 100% 100% 

Additional exams 

D0150 Comprehensive oral evaluation – new or 
established patient 100% 100% 

D0180 Comprehensive periodontal evaluation – 
new or established patient 100% 100% 

Full mouth and panoramic X-rays 

D0210 Intraoral – comprehensive series of 
radiographic images 100% 100% 

D0330 Panoramic radiographic image 100% 100% 
Intraoral X-rays (inside the mouth) 

D0220 Intraoral – periapical first radiographic 
image 100% 100% 

D0230 Intraoral – periapical each additional 
radiographic image 100% 100% 

D0240 Intraoral – occlusal radiographic image 100% 100% 
Bitewing X-rays 
D0270 Bitewing – single radiographic image 100% 100% 
D0272 Bitewings – two radiographic images 100% 100% 
D0273 Bitewings – three radiographic images 100% 100% 
D0274 Bitewings – four radiographic images 100% 100% 
Prophylaxis (cleaning) 

D1110 

Prophylaxis adult (Removal of plaque, 
calculus and stains from the tooth 
structures and implants in the 
permanent and transitional dentition.  It 
is intended to control local irritational 
factors.) 

100% 100% 

2024  DEN414
HumanaDental® Medicare Network 



Two procedure codes from 
this group per calendar 

year 

As needed with covered 
codes 

Two procedure codes from 
this group per calendar 

year 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Fluoride 
D1206 Topical application of fluoride varnish 100% 100% 

D1208 Topical application of fluoride – 
excluding varnish 100% 100% 

Anesthesia 

D9222 Deep sedation/general anesthesia – first 
15 minutes 100% 100% 

D9223 Deep sedation/general anesthesia – each 
subsequent 15 minute increment 100% 100% 

D9230 Inhalation of nitrous oxide/analgesia, 
anxiolysis 100% 100% 

D9239 Intravenous moderate (conscious) 
sedation/analgesia – first 15 minutes 100% 100% 

D9243 
Intravenous moderate (conscious) 
sedation/analgesia – each subsequent 
15 minute increment 

100% 100% 

D9910 Application of desensitizing medicament 100% 100% 
Restorations (fillings) 

D2140 Amalgam – one surface, primary or 
permanent 80% 80% 

D2150 Amalgam – two surfaces, primary or 
permanent 80% 80% 

D2160 Amalgam – three surfaces, primary or 
permanent 80% 80% 

D2161 Amalgam – four or more surfaces, 
primary or permanent 80% 80% 

D2330 Resin-based composite – one surface, 
anterior (front) 80% 80% 

D2331 Resin-based composite – two surfaces, 
anterior (front) 80% 80% 

D2332 Resin-based composite – three surfaces, 
anterior (front) 80% 80% 

D2335 Resin-based composite − four or more 
surfaces (anterior) 80% 80% 

D2391 Resin-based composite – one surface, 
posterior (back) 80% 80% 

D2392 Resin-based composite – two surfaces, 
posterior (back) 80% 80% 

D2393 Resin-based composite – three surfaces, 
posterior (back) 80% 80% 

D2394 Resin-based composite – four or more 
surfaces, posterior (back) 80% 80% 



One procedure code from 
this group every five 

calendar years 

One procedure code every 
five calendar years 

Unlimited 

Two procedure codes per 
calendar year 

Two procedure codes from 
this group per calendar 

year 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Re-cement of crown 

D2910 Re-cement or re-bond inlay, onlay, 
veneer or partial coverage restoration 80% 80% 

D2915 Re-cement or re-bond indirectly 
fabricated or prefabricated post and core 80% 80% 

D2920 Re-cement or re-bond crown 80% 80% 
Re-cement of bridge 

D6930 Re-cement or re-bond fixed partial 
denture 80% 80% 

Extractions 

D7140 Extraction, erupted tooth or exposed 
root (elevation and/or forceps removal) 80% 80% 

D7210 

Extraction, erupted tooth requiring 
removal of bone and/or sectioning of 
tooth, and including elevation of 
mucoperiosteal flap if indicated 

80% 80% 

Pain management 

D9110 Palliative treatment of dental pain – per 
visit 80% 80% 

Crowns 

D2510 Inlay – metallic – one surface (alternate 
benefit only) 50% 50% 

D2520 Inlay – metallic – two surfaces (alternate 
benefit only) 50% 50% 

D2530 Inlay – metallic – three or more surfaces 
(alternate benefit only) 50% 50% 

D2542 Onlay – metallic – two surfaces 50% 50% 
D2543 Onlay – metallic – three surfaces 50% 50% 
D2544 Onlay – metallic – four or more surfaces 50% 50% 

D2610 Inlay – porcelain/ceramic – one surface 
(alternate benefit only) 50% 50% 

D2620 Inlay – porcelain/ceramic – two surfaces 
(alternate benefit only) 50% 50% 

D2630 Inlay – porcelain/ceramic – three or more 
surfaces (alternate benefit only) 50% 50% 

D2642 Onlay – porcelain/ceramic – two surfaces 50% 50% 

D2643 Onlay – porcelain/ceramic – three 
surfaces 50% 50% 

D2644 Onlay – porcelain/ceramic – four or more 
surfaces 50% 50% 

D2650 Inlay – resin-based composite – one 
surface (alternate benefit only) 50% 50% 



Two procedure codes from 
this group per calendar 

year 

One per tooth per lifetime 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Crowns (continued) 

D2651 Inlay – resin-based composite – two 
surfaces (alternate benefit only) 50% 50% 

D2652 Inlay – resin-based composite – three or 
more surfaces (alternate benefit only) 50% 50% 

D2662 Onlay – resin-based composite – two 
surfaces 50% 50% 

D2663 Onlay – resin-based composite – three 
surfaces 50% 50% 

D2664 Onlay – resin-based composite – four or 
more surfaces 50% 50% 

D2710 Crown – resin-based composite (indirect) 50% 50% 

D2712 Crown – 3/4 resin-based composite 
(indirect) 50% 50% 

D2720 Crown – resin with high noble metal 50% 50% 

D2721 Crown – resin with predominantly base 
metal 50% 50% 

D2722 Crown – resin with noble metal 50% 50% 
D2740 Crown – porcelain/ceramic 50% 50% 

D2750 Crown – porcelain fused to high noble 
metal 50% 50% 

D2751 Crown – porcelain fused to 
predominantly base metal 50% 50% 

D2752 Crown – porcelain fused to noble metal 50% 50% 

D2753 Crown – porcelain fused to titanium and 
titanium alloys 50% 50% 

D2780 Crown – 3/4 cast high noble metal 50% 50% 

D2781 Crown – 3/4 cast predominantly base 
metal 50% 50% 

D2782 Crown – 3/4 cast noble metal 50% 50% 
D2783 Crown – 3/4 porcelain/ceramic 50% 50% 
D2790 Crown – full cast high noble metal 50% 50% 

D2791 Crown – full cast predominantly base 
metal 50% 50% 

D2792 Crown – full cast noble metal 50% 50% 
D2794 Crown – titanium and titanium alloys 50% 50% 
Restorative (other services) core buildup or prefabricated post and core 

D2950 Core buildup, including any pins when 
required 50% 50% 

D2952 Post and core in addition to crown, 
indirectly fabricated 50% 50% 

D2953 Each additional indirectly fabricated post 
– same tooth 50% 50% 



One per tooth per lifetime 

One procedure code from 
this group per calendar 

year 

One procedure code per 
quadrant from this group 

every three calendar years 

One procedure code every 
three calendar years 

Four procedure codes per 
calendar year 

One upper and lower 
complete denture every 

five calendar years 

One upper and lower 
partial denture every five 

calendar years 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Restorative (other services) core buildup or prefabricated post and core (continued) 

D2954 Prefabricated post and core in addition 
to crown 50% 50% 

D2957 Each additional prefabricated post – 
same tooth 50% 50% 

Endodontic services 

D3310 Endodontic therapy, anterior tooth 
(excluding final restoration) 50% 50% 

D3320 Endodontic therapy, premolar tooth 
(excluding final restoration) 50% 50% 

D3330 Endodontic therapy, molar tooth 
(excluding final restoration) 50% 50% 

D3346 Retreatment of previous root canal 
therapy – anterior 50% 50% 

D3347 Retreatment of previous root canal 
therapy – premolar 50% 50% 

D3348 Retreatment of previous root canal 
therapy – molar 50% 50% 

Periodontal scaling and root planing 

D4341 Periodontal scaling and root planing – 
four or more teeth per quadrant 50% 50% 

D4342 Periodontal scaling and root planing – 
one to three teeth per quadrant 50% 50% 

Scaling – moderate gingival inflammation 

D4346 

Scaling in presence of generalized 
moderate or severe gingival 
inflammation – full mouth, after oral 
evaluation 

50% 50% 

Periodontal maintenance 

D4910 Periodontal maintenance 100% 100% 

Complete dentures (including routine post-delivery care) 
D5110 Complete denture – maxillary 50% 50% 
D5120 Complete denture – mandibular 50% 50% 
D5130 Immediate denture – maxillary 50% 50% 
D5140 Immediate denture – mandibular 50% 50% 
Removable partial dentures (including routine post-delivery care) 

D5211 
Maxillary partial denture – resin base 
(including retentive/clasping materials, 
rests and teeth) 

50% 50% 

D5212 
Mandibular partial denture – resin base 
(including retentive/clasping materials, 
rests and teeth) 

50% 50% 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Removable partial dentures (including routine post-delivery care) (continued) 

D5213 

Maxillary partial denture – cast metal 
framework with resin denture bases 
(including retentive/clasping materials, 
rests and teeth) 

One upper and lower 
partial denture every five 

calendar years 

50% 50% 

D5214 

Mandibular partial denture – cast metal 
framework with resin denture bases 
(including retentive/clasping materials, 
rests and teeth) 

50% 50% 

D5221 
Immediate maxillary partial denture – 
resin base (including retentive/clasping 
materials, rests and teeth) 

50% 50% 

D5222 
Immediate mandibular partial denture – 
resin base (including retentive/clasping 
materials, rests and teeth) 

50% 50% 

D5223 

Immediate maxillary partial denture – 
cast metal framework with resin denture 
bases (including retentive/clasping 
materials, rests and teeth) 

50% 50% 

D5224 

Immediate mandibular partial denture – 
cast metal framework with resin denture 
bases (including retentive/clasping 
materials, rests and teeth) 

50% 50% 

D5225 
Maxillary partial denture – flexible base 
(including retentive/clasping materials, 
rests and teeth) 

50% 50% 

D5226 
Mandibular partial denture – flexible 
base (including retentive/clasping 
materials, rests and teeth) 

50% 50% 

D5227 

Immediate Maxillary partial denture – 
flexible base (including 
retentive/clasping materials, rests and 
teeth) 

50% 50% 

D5228 

Immediate Mandibular partial denture – 
flexible base (including 
retentive/clasping materials, rests and 
teeth) 

50% 50% 

D5282 

Removable unilateral partial denture – 
one piece cast metal (including 
retentive/clasping materials, rests and 
teeth), maxillary 

50% 50% 

D5283 

Removable unilateral partial denture – 
one piece cast metal (including 
retentive/clasping materials, rests and 
teeth), mandibular 

50% 50% 



One procedure code per 
quadrant from this group 
every five calendar years 

One procedure code from 
this group per calendar 

year 

One procedure code from 
this group per calendar 

year 

One procedure code from 
this group per calendar 

year 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Other removable partial dentures (including routine post-delivery care) 

D5284 

Removable unilateral partial denture – 
one piece flexible base (including 
retentive/clasping materials, rests and 
teeth) – per quadrant 

50% 50% 

D5286 

Removable unilateral partial denture – 
one piece resin (including 
retentive/clasping materials, rests and 
teeth) – per quadrant 

50% 50% 

Denture adjustments (not covered if within six months of initial placement) 
D5410 Adjust complete denture – maxillary 50% 50% 
D5411 Adjust complete denture – mandibular 50% 50% 
D5421 Adjust partial denture – maxillary 50% 50% 
D5422 Adjust partial denture – mandibular 50% 50% 
Repairs to dentures 

D5511 Repair broken complete denture base, 
mandibular 50% 50% 

D5512 Repair broken complete denture base, 
maxillary 50% 50% 

D5520 Replace missing or broken teeth – 
complete denture (each tooth) 50% 50% 

D5611 Repair resin partial denture base, 
mandibular 50% 50% 

D5612 Repair resin partial denture base, 
maxillary 50% 50% 

D5621 Repair cast partial framework, 
mandibular 50% 50% 

D5622 Repair cast partial framework, maxillary 50% 50% 

D5630 Repair or replace broken 
retentive/clasping materials – per tooth 50% 50% 

D5640 Replace broken teeth – per tooth 50% 50% 
D5650 Add tooth to existing partial denture 50% 50% 

D5660 Add clasp to existing partial denture – 
per tooth 50% 50% 

D5670 Replace all teeth and acrylic on cast 
metal framework (maxillary) 50% 50% 

D5671 Replace all teeth and acrylic on cast 
metal framework (mandibular) 50% 50% 

Dentures rebase (not covered if within six months of initial placement) 
D5710 Rebase complete maxillary denture 50% 50% 
D5711 Rebase complete mandibular denture 50% 50% 
D5720 Rebase maxillary partial denture 50% 50% 
D5721 Rebase mandibular partial denture 50% 50% 

D5725 Rebase hybrid prosthesis 50% 50% 



One procedure code from 
this group per calendar 

year 

One procedure code from 
this group per calendar 

year 

Two procedure codes from 
this group per calendar 

year 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Denture reline (not allowed on spare dentures or if within six months of initial placement) 

D5730 Reline complete maxillary denture 
(direct) 50% 50% 

D5731 Reline complete mandibular denture 
(direct) 50% 50% 

D5740 Reline maxillary partial denture (direct) 50% 50% 

D5741 Reline mandibular partial denture 
(direct) 50% 50% 

D5750 Reline complete maxillary denture 
(indirect) 50% 50% 

D5751 Reline complete mandibular denture 
(indirect) 50% 50% 

D5760 Reline maxillary partial denture (indirect) 50% 50% 

D5761 Reline mandibular partial denture 
(indirect) 50% 50% 

D5765 
Soft liner for complete or partial 
removable denture  (indirect) 50% 50% 

Tissue conditioning (not covered if within six months of initial placement) 
D5850 Tissue conditioning, maxillary 50% 50% 

D5851 Tissue conditioning, mandibular 50% 50% 

Oral surgery 
D7220 Removal of impacted tooth – soft tissue 50% 50% 

D7230 Removal of impacted tooth – partially 
bony 50% 50% 

D7240 Removal of impacted tooth – completely 
bony 50% 50% 

D7250 Removal of residual tooth roots (cutting 
procedure) 50% 50% 

D7270 
Tooth re-implantation and/or 
stabilization of accidentally evulsed or 
displaced tooth  

50% 50% 

D7280 Exposure of an unerupted tooth 50% 50% 

D7284 
Excisional biopsy of minor salivary 
glands 50% 50% 

D7285 Incisional biopsy of oral tissue – hard 
(bone, tooth) 50% 50% 

D7286 Incisional biopsy of oral tissue – soft 50% 50% 
D7287 Exfoliative cytological sample collection 50% 50% 

D7288 Brush biopsy – transepithelial sample 
collection 50% 50% 

D7310 
Alveoloplasty in conjunction with 
extractions – four or more teeth or tooth 
spaces, per quadrant 

50% 50% 



Two procedure codes from 
this group per calendar 

year 

One procedure code from 
this group every three 

calendar years 
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ADA code Description of benefits Frequency/limitations 
In-network 
coverage 

Out-of-network 
coverage 

Oral surgery (continued) 

D7311 
Alveoloplasty in conjunction with 
extractions – one to three teeth or tooth 
spaces, per quadrant 

50% 50% 

D7320 
Alveoloplasty not in conjunction with 
extractions – four or more teeth or tooth 
spaces, per quadrant 

50% 50% 

D7321 
Alveoloplasty not in conjunction with 
extractions – one to three teeth or tooth 
spaces, per quadrant 

50% 50% 

D7410 Excision of benign lesion up to 1.25 cm 50% 50% 

D7411 Excision of benign lesion greater than 
1.25 cm 50% 50% 

D7412 Excision of benign lesion, complicated 50% 50% 

D7450 Removal of benign odontogenic cyst or 
tumor – lesion diameter up to 1.25 cm 50% 50% 

D7451 
Removal of benign odontogenic cyst or 
tumor – lesion diameter greater than 
1.25 cm 

50% 50% 

D7460 Removal of benign nonodontogenic cyst 
or tumor – lesion diameter up to 1.25 cm 50% 50% 

D7461 
Removal of benign nonodontogenic cyst 
or tumor – lesion diameter greater than 
1.25 cm 

50% 50% 

D7509 Marsupialization of odontogenic cyst 50% 50% 

D7510 Incision and drainage of abscess – 
intraoral soft tissue 50% 50% 

D7961 Buccal/labial frenectomy (frenulectomy) 50% 50% 
D7962 Lingual frenectomy (frenulectomy) 50% 50% 
D7963 Frenuloplasty 50% 50% 
D7970 Excision of hyperplastic tissue – per arch 50% 50% 
D7971 Excision of pericoronal gingiva 50% 50% 
D7972 Surgical reduction of fibrous tuberosity 50% 50% 

Occlusal adjustments (not covered if within six months of initial placement) 
D9951 Occlusal adjustment – limited 50% 50% 

D9952 Occlusal adjustment – complete 50% 50% 

Current Dental Terminology © 2024 American Dental Association. All rights reserved. 



Important ___________________________________________________________________________________
At Humana, it is important you are treated fairly. 
Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national 
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion, 
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil 
Rights laws.  If you believe that you have been discriminated against by Humana or its subsidiaries, there are 
ways to get help. 
•  You may file a complaint, also known as a grievance:

Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.

•  You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW,
Room 509F, HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/ocr/office/file/index.html.

•  California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote 
interpretation, and written information in other formats to people with disabilities when such auxiliary aids  
and services are necessary to ensure an equal opportunity to participate. 

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711) 
Español (Spanish): Llame al número arriba indicado para recibir servicios gratuitos de asistencia lingüística.
繁體中文 (Chinese): 撥打上面的電話號碼即可獲得免費語言援助服務。
Tiếng Việt (Vietnamese): Xin gọi số điện thoại trên đây để nhận được các dịch vụ hỗ trợ ngôn ngữ miễn phí.
한국어 (Korean): 무료 언어 지원 서비스를 받으려면 위의 번호로 전화하십시오 .
Tagalog (Tagalog – Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong 
sa wika nang walang bayad.
Русский (Russian): Позвоните по номеру, указанному выше, чтобы получить бесплатные 
услуги перевода.
Kreyòl Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sèvis èd pou lang ki gratis. 
Français (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d’aide linguistique. 
Polski (Polish): Aby skorzystać z bezpłatnej pomocy językowej, proszę zadzwonić pod wyżej podany numer. 
Português (Portuguese): Ligue para o número acima indicado para receber serviços linguísticos, grátis. 
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wählen Sie die oben angegebene Nummer, um kostenlose sprachliche 
Hilfsdienstleistungen zu erhalten.
日本語 (Japanese): 無料の言語支援サービスをご要望の場合は、上記の番号までお電話ください。
(Farsi) فارسی

برای دریافت تسهیلات زبانی بصورت رایگان با شماره فوق تماس بگیرید.
Diné Bizaad ЁNavajoЂ: W0dah7 b44sh bee hani’7 bee wolta’7g77 bich’9’ h0d77lnih 47 bee t’11 jiik’eh saad 
bee 1k1’1n7da’1wo’d66 nik1’adoowo[.

(Arabic) العر بية
GCHJV5REN  0721الرجاء الاتصال بالرقم المبين أعلاه للحصول على خدمات مجانية للمساعدة بلغتك
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Humana Medicare Insight Network 
 
When patients receive necessary routine vision services, they will be covered according to the following schedule. 

 

Vision care services In-network 
patient cost 

Out-of-network 
reimbursement 

Exam  
(One per calendar year) 

  

Routine eye exam (includes 

refraction) 

$0 copay Up to $175 

Eyewear benefit  
(One per calendar year) 

  

Benefit toward the purchase of 

eyeglasses and pair of lenses or 

contact lenses (conventional or 

disposable) 

Any retail amount over  

$100 allowance 

 

Up to $100 

 
 
Additional plan details: 
 
Benefit allowance is applied toward the retail price. Member is responsible for any costs above the plan-
approved amount. 
 
The benefit can only be used one time. Any remaining benefit dollars do not "roll over" to a future purchase. 
 
Eyeglass lens options may be available with the maximum benefit coverage amount up to one pair per year. 
Maximum benefit coverage amount is limited to one-time use per year. 
 
Lost or broken materials are not covered. 
 
Benefits are offered on a calendar basis. If benefits are changed or eliminated next year and were not used this 
year, the member is no longer eligible for them. 
 

 
 

2024  VIS200 
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Additional discounts: 
 
Member may receive a 20% discount on items not covered by the plan at in-network locations. Discount does 
not apply to provider's professional services or contact lenses. Plan discounts cannot be combined with any 
other discounts or promotional offers. In certain states members may be required to pay the full retail rate and 
not the negotiated discount rate with certain participating providers. Please see our online provider locator to 
determine which participating providers have agreed to the discounted rate. Discounts on vision materials may 
not be applicable to certain manufacturers' products. The Plan reserves the right to make changes to the 
products on each tier and the member out-of-pocket costs. Fixed pricing is reflective of brands at the listed 
product level. All providers are not required to carry all brands at all levels. Service and amounts listed above are 
subject to change at any time. 
 
Members may receive a 40% discount off complete-pair eyeglass purchases and may receive a 15% discount off 
conventional contact lenses once the funded benefit has been used. 
 
Member may receive a 15% discount off the retail price or may receive 5% off any promotional price of Lasik or 
photorefractive keratectomy (PRK) laser vision correction procedures. Lasik or PRK correction procedures are 
provided by the U.S. Laser Network, owned by LCA-Vision. Please note that since Lasik and PRK vision correction 
are elective procedures, performed by specially trained providers, this discount may not always be available 
from a provider in your immediate location, so members should first call 844-608-2020 for the nearest facility 
and to receive authorization for the discount. 
 
 
Humana is a Medicare Advantage preferred provider organization (PPO) with a Medicare contract. Enrollment in 
any Humana plan depends on contract renewal. 
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