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CITY OF F.A MILTON 

RETIRED l\1EMBERS OF THE HAMILTON PROFESSIONAL 
FIREFIGHTERS ASSOCIATION - LOCAL 288 

.GROUP CONTRACT NUMBER: 85801

EFFECTIVE DATE: REFER TO MASTER CONTRACT 

ELIGIBILITY PERIOD: As stipulated by your Employer. 

EFFECTIVE DATE: JUNE 9, 2019

You can contact Manulife Financial at 
i'-866-769-5556 

or visit our web site at: 
--www.manuli£e.ca/group benefits/ secure.serve 

IMPORTANT INFORMATION: 

. . 

This material su.romarizes the important features o(your group benefit plan. This booklet is 
prepared as �ormation only, and does not, in itsel( constitute a contract. The exact tetras. 
and conditions of your group benefits are described in the Contract held by your Employer. 

The information contained in this booklet is impott\ilt and should be kept in a safe place. 

,.,·•r 



SUMMARY OF BENEFITS 

Benefits Underwritten By The Manufacturers Life Insurance Company 

Charges qualify to the extent they are reasonable, customary and medically necessary.  

EXTENDED HEALTH BENEFITS (EHB) 

Deductible – Nil. 
100% reimbursement of eligible charges 

Prescription Drugs 

Deductible – Nil. 
100% reimbursement of eligible charges 

Paramedical Services - maximum amounts allowed subject to the EHB Plan deductible and reimbursement percentage 
shown above. 

a) Clinical Psychologist, Psychiatrist, Psychotherapist, or Social Worker: up to $200 for the first visit and up to $150
per subsequent visits to a maximum of $2,500 per year combined for all services

b) Massage Therapist: $600 per person per calendar year

c) Speech Pathologist: $800 per person per calendar year

d) Chiropractor: $600 per person per calendar year

e) Osteopath, Chiropodist/Podiatrist: $600 per person per calendar year combined for all services

f) Acupuncturist/Naturopath $600 per person per calendar year combined for all services

Semi-Private Hospital Accommodation 

Deductible – Nil. 
100% reimbursement of the charge made by a hospital for semi-private room accommodation, which is in excess of the 
standard ward rate. 

Hearing Aids 

Deductible – Nil. 
100% reimbursement up to a maximum of $1,000 per 36 consecutive months. 

Vision 

Deductible – Nil. 
100% reimbursement up to a maximum of $550 per 24 consecutive months. 

Plus 

Eye examination, up to $95 every 24 consecutive months. 

A lifetime maximum of $200 for contact lenses required to correct visual acuity to 20/40. 

When visual acuity can be improved to at least 20/40 with contact lenses and cannot be improved to that level with 
eyeglasses, this plan will pay up to a lifetime maximum of $200 for contact lenses when prescribed by a medical doctor, 
ophthalmologist or optometrist. 

Out of Province Coverage 

Deductible – Nil. 
100% reimbursement of eligible charges 



DENTAL BENEFITS 

Deductible – Nil. 

Dental Plan Procedures A – I 

100% reimbursement of eligible charges, up to the amount specified in the applicable Fee Guide. 

Dental Plan Procedures J – L 

80% reimbursement of eligible charges, up to the amount specified in the applicable Fee Guide. 

Dental Plan Procedures M 

(Orthodontic Services available to Members, Spouses as well as Dependent Children to the age of 18 only) 

50% reimbursement of eligible charges, up to the amount specified in the applicable Fee Guide. 

Dental Maximums: 

Procedures A – I Unlimited 
Procedures J – L $2,000 per person per 12 consecutive months 
Procedure M Lifetime maximum of $3,000 per person 

Fee Guide – Current Ontario Dental Association Fee Guide for General Practitioners 

Note: A calendar year is January 1 to December 31. 

ELIGIBLE EMPLOYEES 

All employees who are eligible will be insured based on the terms of the Union agreement with the City of Hamilton. 

ELIGIBLE DEPENDENTS 

Dependents (if applicable) include: 

• your legally married spouse or a person of either sex with whom you have continuously cohabited for a period of
at least one year in a common-law relationship;

• your natural or adopted child, or stepchild, who is:
o unmarried
o under age 22, or under age 25 if a full-time student
o not employed on a full-time basis, and
o not eligible for coverage as an employee under this or any other Group

Your spouse or child must be covered under the Provincial Plan. 

Coverage for an unmarried dependent child who is incapable of self support due to mental or physical handicap shall 
continue beyond the limiting age stated above, provided satisfactory proof is given to Manulife Financial that disability 
occurred while an eligible dependent:  

a) within thirty days after attainment of the limiting age, and
b) as often as Manulife Financial may reasonably require thereafter.

It is your responsibility to advise the Benefits Section if your dependents no longer meet the definition of a dependent, as 
coverage must be terminated.  



CHANGES IN BENEFIT COVERAGE (and Mandatory Positive Re-Enrolment)

Changes in benefit coverage due to: 

- marital status,
- name change,
- dependent coverage, or
- coordination of benefits

should be directed to the Human Resources Centre. 

TERMINATION OF BENEFITS 

Coverage for you and your dependents will cease on the earliest of: 

- the last day of the month in which you attain age 65,
- The date of termination of the Group Contract;
- The date the member dies*; 

*Identical coverage will be extended to your spouse and eligible dependents under the retiree policy number until the end 
of the month in which you would have attained age 65.



EXTENSION OF BENEFITS FOR DISABILITY

In the event of termination of employment while you or .your dependent are totally disabled,
benefits shall continue until the earliest of:

the date. the Gÿ'oup Agreement tenminates;
the date total disability ceases;
the 90th day fNlowing tenxination ofcoverage; or
the date you or your dependent become eligible foÿ coverage under any other Group
So <r.

CLAIMING BENEFITS

Assignment of Benefits to the Proider

In cases vchere your group benefit plan permits direct payments to providers, you may wish to
assign benefits to the provider of: the service (e.g. hospitÿ pharmads% dentis% opddan). If
assignment is acceptable to the provider, present your Identification Certificate and the
provider ÿ bil! ManuJife Finandal dDecdy. No dalm forms are necessary.

DDect Claims Submission

Cldms submitted directly to ManuEfe Financial must include oiÿnal receipts and a completed
claim form including the following:  your name and complete address; your group and -
identification numbers; group name; daimmÿt's date of birth; dependent's name (if claim is on
behaÿ of a dependent or spouse) plus rdadonship to you.  Drug chkms must indicate the
prescipdon number, name, smength and quanti7 of the drug plus the drag identification
nlZtzlber.

Claims must be submitted to the address indicated on the claim fonin..

Extended Health claims siould be submitted within 180 days aPcer the end of the calendar
year in which the claim was incun:ed.  !f
made with respect to any claims unless proof is submitted within 90 days of termination of the
policy.

Denta! claims should be submitted within 180 days after the end of the calendar year in which
the claim was incunred.  If a delay is anticipated iVIanulife Financial should be noti£ed in
advance. If the Group Agreement ten-ninates, no payment is made with respect to any daLrns
unless proof is submitted within 90 days of termination of the policy.



COORDINATION OF BENEFITS

Your MznÿLfe Financial plan includes a Coordination of Benefits provision.  If you have
similar benefits through any other insÿer, the amount payable through this plan shall be
Gooÿdinated as follewsÿscÿat payment @®ÿzlLbeÿefir phÿs.d®es-ÿoÿexseed-1 O0 zpeÿseÿef
the eligible expense.  Where both spouses of a £sanily lave coverage through their own
employer benefit phns, the first payer of each spouse's dzims is their own employer's plan.
Any z_mount not paid by the first payer can then be submitted for consideration to the other "
spouse's benefit plan (the second payer).

Claims for dependent children should be submitted first to the benefit plan of the spouse who
has the earlier birthday in a cdendÿ yeÿ, and second to the other spouse's benefit plan.
When submitting a chim to a second payer, be sure to include payment details provided by the
first payer.

CONVERSION
Applicable to Extended Health and Dental Benefits only

When you or your dependent leave the group, application may be made for conversion to an
individual plan. Application for conversion to an individual plan must be made within 60 days
of leaving the group.



SEMI-PRIVATE HOSPITAL ACCOMMODATION

Semi-Private Hospital Accommodation - ifyou are hospkalized in a punic general or
convalescent hospital or in a contracted p£vate hospital in accordance with the formal
agreement between the hospital and Manulife Financial, payment will be made for ÿoom and
board chÿges in excess of thosepayable by your pÿoÿmcial health pla% up to the difference
in amount between the hospital standard ward charge and the semi-p£vate room charge,
When charges are incurred outside Onta£o, Manulb% Financial wil! not pay an amount

wÿch is gÿeateÿ than it would pay foÿ such charges when pÿovided in Ontario to a ÿesident
of Ontario,

Refer to the Stammary of Benefits for information ÿegarding £eimbursement of this benefit.



EXTENDED HEALTH BENEFITS

The benefits described below are available to you through Manutfe Finandai Extended
Heaii-BeneitPhn-whenÿ:equDed as a res@t of sickness:oracddentÿbodfly inim7.

Refer to the "Summÿ7 of Benefits" for hfformadon regarding reimbwsement ofiis benefit.

GEIN]ERAL INFORÿLATION

o  No medical examination is zequDed.
•  Benefits apply anywhere in the woid. Reimbursement will be in Canadian tim& up to the

reasonable and customaU charges for the services received, plus the rate of exchange if
any, as deteÿflned by Manulife Finandai from the date of the last service provided.

o  Pre-existing conditions are covered from the moment the Agreement takes effect, e:ÿcept
foÿ dental care as a ÿesutt of an accident

BENEFITS

. DRUGS - Foÿmdary Two Maadatou Generic Plan Drugs, seRmÿs, injectibles and insulin
(needles, syinges and test-tape for use by diabetics) purchased on the prescription of a
medical doctor. Smoking cessation aids (transdeÿnai patches and nicotine gum only) are
limited to a 3 months supply per person per calendar year. Semi dysflmction drugs are
also considered an eligible benefit  Benefits are not payable for vitmsins or vitamin
prepÿati0ns (unless injected), asiti-obesity treatments, charges made for the administration

of serums, vaccines or iniectable drugs, and drÿgs not approved for legal sale to the general
public in Canada.

If a generic equivalent drug oÿ medicine is available, the Eligible Expense will be limited
to the lesser of the actual cost of the prescription or the cost of the lowest cost generic
equivalent.

, PRIVATE NURSING: Charges for p£vate nursing services which requite, and can only
be performed by a Registered Nurse (RN); when such services are provided in the home or
hospital by a Registered Nurse who is ÿegistered in the juisdicti6n in which the services are
performed and is not a relative of the patient, an employee of the hospital,, nor Eves in the
home of the covered person.  RN services must be certified medically necessary by the

attending physidan. Agency fees, commissions and overOme charges, or any ÿmount in
excess of the fee level set by the largest nursing ÿegist7 in the proince of Ontaio, aÿe not
included.

As: "Authoization Form for RN Services" must be completed by the attending physician
and submitted to Maaulife Finandai. When the services are extended foÿ more thin 30
days, p/or approval must be obtained from Manÿiife Financial on a monthly basis.



3. PHYSIOTH]ERAPY:  Services of a licensed or registered physiotherapist who is not
• n0nnzlly a resident in youÿ home.

4. DIAGNOSTIC SERVICE: Diagnostic laboratory tests and x-rays peÿfomaed in a
.._ hospital or.licensed medical laboratory.                         •                    "

5. ACCIDENTAL DENTAL: Repaiÿ or replacement o£ naÿal teeth necessitated by a
direct accidental blow'to the mouth and not by an object willingly or unwittingly placed in
the mouth.- The acddent and treatment must occuÿ while coverage is in force, Treatment

must begin within 90 days o£ the acdden% and must be completed withka three years.
Mamulÿe Finandal must be notified immediately. Payment wil! be made up to the fees set
out in the Ontario Dental Association suggested Fee Guide for General Pÿactitioners in
e£f-ect on the date of- treatment. The ÿeplacement o£ naÿal teeth is subject to a limit of
$500 per accident.

, PROSTHETIC APPLIANCES: Purchase o£ the lot!owing items when authorized in
w£ting by the patieht's attending physicÿani" standard type artifidal limb oÿ eye, splints,
trusses, casts, .cervical collars, braces (excluding dental braces), catheters, urinary kits,
external breast prostheses (follov3_ag mastectomies), 2 pairs of surgical brassieres following
a mastectomy, surgical stockings for relief and control of vax:icose veins or fo!lowiag

.surgery on the legs, wigs (following chemotherapy, to a ma,ximum o£ $70), ostomy, or
co!ostomy supplies (where a surgical stoma exists), lancets, cocrective prosthetic lenses and

flames (once onty for persons who lack an organic leÿs or after cataract surgery), custom-
made boots or shoes or adiustmerlts to stock item footwear, moulded arch supports
(orthotics) up to a maximam o£ $500 per caleÿadar year.

, DURABLE MEDICAL EQUIPMENT: Purchase or rental- of the following items
when autho£zed in wÿidng by  the attending physician:  hospital bedÿ crutches, cane,
walke% oxygen. set, resp'--ÿat0r (a device to provide artificial respiration), smndaÿd-Tpe
wheelchair and wheeichaiÿ repairs.

, MÿDICAL SERVICES AND SUPPLIES: Bmudages or surgical &esskags, blood
transfusions; plasma, radium and ÿadioactive isotope ffeatments when autho£zed in wrÿdng
by the patient's attending physidan.

, AMBULANCE: Charges im excess of the provindal health plan allowmuce for Ecensed
ambulance service or other emergency service.used to transport the covered person £rom

the place where bodily injury or disease is suffered to the nearest hospim! vzhere adequate
treatment can be rendered, or from one hospital to another, or from hospital to .the

covered person's residence. (Emergency transportation includes ÿanspormtion by ak, rai!
or water.)                                   "



!0. HOSPITAL EXPENSES AND SLFPPLI]ES: Chÿges for hospital seÿices and supplies
obtained @on a licensed hospital or a sutgicÿl supply company while the peÿ:son is not
confined in the hospital

ll>PARAMEDICAffÿ ÿ 8]ERviCES>seriGes 0£ thÿfollowinÿ-licensedÿ-Getÿtified or-registefeÿ  ......

pract{doners up. to the mzximums shown on the "Sÿ of]Benefits" pages:

a) Climicÿ Psychobgist;

b) Masseuÿ - when the patient's attending physician autho£zes in wiring thÿLt such
treatment is necessary;

c) Speech Pathologist .- when the patient's attending physidan or dentist authorizes in
wmdmg that such treatment is necessÿ7;                                    .

d) Chiropractor, Osteopath, Podiÿttis% Chiropodist.

VISION: Payment towards laser eye surgery on a one-time basis, the purchase of new or
replacement eyeglasses (flames and/oÿ lenses) oÿ contact lenses for you or an eligible

dependent, When presc£bed by youÿ doctor, ophthalmologist or optomemst Chaÿges to
tepid eisting @ames or lenses, me also covered. !%efeÿ to the Summÿ7 of ]benefits £or the
amount and frequency of payment. ]Eyeglasses must be purchased and repÿffts-mÿde for
yOUÿ use or the use of a recognized dependant  The certificate of coverage is not
ttÿsferable.

]benefits aÿe not payable for the cost of industrial safety glasses or non-prescription

sung sses.

113. EYE EXAMINATION: Chÿges incu_tred by a covered person for eye examination by a
licensed, certified or ÿegisteÿed ophthalmologist or optomeÿ.st Refer to youÿ SummerT
of ]benefits for the amount and frequency of payment.

14. HEARING MDS: Payment towards the purchase of a heating aid for you or an eEgible
dependent, when prescmbed by a physician or hea£ng specialist. F_fligible charges include
the cost of ÿepaits and.initial batte£es. Refer to the SummaU of ]benefits for the amount

and frequency of paymeit  ]benefits ÿe not payable foÿ ear examinations, tests oÿ
replacement batte£es.



15. OUT OF PROVINCE COVERAGE: The following benefits provide protect{on when.
travelEng (for other than health reasons) or vacationing outside y ouÿ province o£ residence.

Refer to the Summary of Benefits for information regardingreimbu<sement of this benefit

_a)_.Paym"entfor_the cos< of hpspital accommodation up_to the ward lemel which is iQexcess_____:_

of the amotmt paid by a provindal health plan or any other ÿoup plan.

b) Hosp!fal sdÿdces and supplies not normally provided in a) above.

c) Payment for charges made by a physician or surgeon (including diagnosis and
treatment) when such charges are over and above the allowance made by a provincia!
health plan.

d) Round tip economy air fare for a quailed medical attendant @ot a relative) and the
eÿW_ra costs for the number of economy seats required to remm the covered person, by
most dDect route, to the air tenxinal nearest the deparaÿe point in Canada, in the event

that illness or injury is such that you must fly home and the attending physician or
commercial akline stipulates in wrong that you must be accompanied by a quailed
medical attendant.

e) Payment for charges made by chiropractors, ckiÿopodists and podiatists to a mÿuxLmum
o£ $10 Canadian peÿ treatment date, subject to payment by a provindal health plan.

Note:  These benefits vi]l not be paid for an7 condition resulting from a psTchiatnc
disorder; or to patients in chronic care hospitals, ckronic units of general hospitals, or
nursing homes.

How to Claim Benefits

When eligible expenses are incu=ced outside youÿ pro-Crate of resid'ence, request detailed

receipts (in duplicate if- possible). Send one set o£ receipts to youÿ provincial government
health plan for theD consideration and payment. When they have replied; send oJ:iginal
proof of theiÿ payment together with receipts and a completed claim form to Manulife
Financial for payment o£ remaining eligible benefits. Payment ÿ be made in Canadian
currency, based on the rate of- exchange in ef£ect at the conclusion of the service ]:endered

as. detemnned by any Canadian Chartered Bank.  Please note that daims in. foreign
languages requDe an accompanying translation.

16. PROSTATIC SPECI!ÿIC ANTIGEN TEST.  Charges which ate reasonable and
customary for Prostatic Specific Antigen Tes% when authorized in w£ting by the attending
physician, up to a maximum 6f I test per ]Employee per 24 consecutive months.



LIMITATIONS

Extended Health Benefits group coverage does not Ray for:

....  S er-vice s-nervnÿy-p aid- -thÿ-oÿghÿaÿyipr oÿdat-h-o spiral-plant any-pÿ®indal-me dicdL-ptan;

Workplace Safety and ÿsurance Board, other government agendes or any other source.

Servicesprovided in a chroic care or psyclitic hospkal, chronic unit of a genes:a!
hospit£, health spa, or when a patient is con£ned to a nursing home or home for the aged ,
and receives• Ontario government assistance.                            .

.  Denta! caÿe (except as outEned ÿder "Benefits"),

°  Rest cures, travel fox health reasons, insurance examinations or services or supplies, for
cosmetic purposes.

_Amy benefit provided outside Ontaio at an amount greater than the reasonable and
customary charges ManuI£fe Financial wo@d pay for such a benefi% with the exception of

ormÿtlon.owarlces for rates of exchange as oudined under "General      ' '   "

•  Expenses incuÿed for benefits, or that part of benefits which cease to be payable.under
any government progrmm.



DENTAL BENEFITS

Reimbursement of charges kacÿred by you and youÿ eligible dependents foz thefollowing
........  d_en.tg!-procedures-wil! be-madÿp-to-the-feeS-O)ÿttLqed in-the-applicable Dental=Association

Fee Guide. Please ÿefer to the Summary of Benefits foÿ infomaation regarding the zppÿop£ate
Fee Guide and reimbursement of denta! chkrges.

BENEFITS

A. DIAGNOSTIC

Examinations: 01101, 01102, 01103, 01202 (once every 9 months*), 01203, 01204, 01205

X-rays: 02101,02102 (once.every24months),
02111-02125,02131-02136
02141-02146 (once every9months*)                           '                     -.

02201-02204, 02209, 02304, 02401, 02402, 02409, 02411, 02412, 02419, 02504, 02509,
02601, 02701-02704,02709,02801,02802,02809,02921,02931-02934,02939

Tests: 04101, 04201, 04311, 04312, 04321, 04322, 04401

Conszitations: 05101-05104, 05109, 05201, 05202, 05209

B, PREVENTIVE

PolisMng: 11101, 11102, 11107, (one u_nit of m-he every 9 months*)

Scaling 11111-11117, 11119           "

Fluoÿde treatment: 12101

Oÿal hygiene instruction and reiÿstruction:  13211-13214, 13219, 13231; 13232, 13239
(once every 9 months*)

Space maSataineÿs (applicable or@ to dependent children):  15101,. 15103-15105, 15201,
15202, 15301, 15302, 15401, 15402, 15403, 15601, 15602, 15603, 15604

Occlusa! equik'bration: 43311-43314, 43319 (8. units of ime every 12 months"

' Pit and fissure sealants: 13401, 13409           ...

*Once every 6 months for .Dependent CSil&en (as defined in the Eligible Dependents
section of the Sm-m-naÿ of-Benefits).



C. MINOR RESTO.RAT1TE .

Caries/trauma/pain contro!: 20111, 20119, 20121, 20129

)@nalgamLÿ_e_s$_o.rafians_:ÿ2221 ff=221kS, l12ÿff-_21245ÿ21221-21225

Retentive pins: 21401-21405
f

Stainless steel/plastic Aÿ! coverage, pref-oÿmed restorations (applicable only t0 dependent
chilcken uadeÿ 12 yeaJ:s of age): 22201, 22211, 22301, 22311, 22401, 22411

Tooth colouÿed ÿestoÿations:  23101-231Q5, 23111-23115, 23121, 23122,. 25211-23215,
23221-23225, 23311-23315, 23321-23325, 23401-23405,  234!1-234!5, 23501-23505,
23511-23515

D. MINOR SURGICAL

]Extractions:  71101, 71109, 71201, 71209, 72111, 72119, 72211, 72219, 72221, 72229,
72231, 72239

Removal of-residual roots: 72311, 72319, 72321, 72329, 72331, 72339

E. ADDITIONAL SERVICES

Anaesthesia, used in conjunction with oÿal surgeu, pe£odontal surgery, iacmÿes and
dislocations:   92101, 92102, 92212-92219, 92222-92229, 92301-92309, 92411-92419,
9243,1-92439, 92441

Pÿof-essional visits: 94101, 94102, 94302 '

Consultation with a membeÿ 0f the pÿof-ession: 93111, 93i 12, 93119

Drugs (injections): 96201, 96202

F. PERIODONTAL SERVICES

Non-surreal: 41101-41104, 41109, 41211-41214, 41219, 41301, 41302, 41309

Suÿg4cal: TEe maximum benefit payable ÿ include chÿges f-oJ: packing and post-surgical.
treatment  42111, 42201, 42311, 42321, 42411, 42421, 42431, 42511, 42521, 42531,
42551,42611, 42621.,  42811, 42819, 42821-42823, 42829, 42831-42834, 42839, 73411,
73431

Adiunctive Services:  43111, 43211, 43231, 43241, 4326!, 43281, 43289, 43421-43427,
43429, 43611, 43612, 43621-43623, 43629



G. ENDODONTIC SERVICES

Pulpotomy, Pulpect0my - pÿnary teeth: 32231, 32232

Root canal therapy.'  33111,_33115,_33121_,_33_125,_33 !31,_33 !_35,_33_141,33145_, 33401-
33403 i

" Apexfiffca!ffon: 33601-33604

Re-insertion o £ dentogenic media: 33611-33614.

Apicoectomy/Apicalcÿettage: 34111, 34112, 34121-34123,
34151-34153, 34161-34164

34131-34134, 34141, 34142,

ReÿoÿZg:  34211, 34212, 34221-34224, 34231-34234, 34241, 34242, 34251-34254,
34261-34264

Root amputation: 344! 1, 34412

Surgery, endodontic, exploratory: 34441-34446

Peÿ{oÿations!resorptive defect, pulp chambeÿ repair, oÿ ÿoot repaiÿ, non surgica!, surgical:
34511, 34521-34523

Isolation of Endodondc Tooth/Teeth: 39101

Hemisection: 34421-34423

Zndosseous implants: 34461, 34462, 34471

Chemical bleaching (endodontically treated tooth/teeth): 39311-39313, 39319

Intentional ÿemoval, apical ÿling & ÿeplantation: 34451-34453

Emergency pÿocedÿes: 20131, 20139, 32221,.32222, 32311-32314, 32321, 32322ÿ 39501,
39202, 3921.1, 39212

Replsktation, avutsed tooth!teeth: 76941, 76949 .

Repositioning Of traumatically displaced teeth: 76951, 76952, 76959



H. MAJOR SURGICAL

Gingiva! flbeÿ indsion: 42331, 42339

Suÿcal exp0suÿe of tooth: 72511, 72519, 72521 72529 72531, 72539 .

Transp]antadon of erupted tooth: 72611, 72619     ..

Surgical ÿepositioning of teeth: 72631, 72639

]gnudeatioa of an unel'upted tooth: 7271!, 72719.

Alveoloplasty: 73111, 73121

Exdsion, removal of bone: 73 !52-73154, .73-161

Reduction of bone,, tuberosity: 73171,73172

Gingivoplasty and/or stomatoplasty: 73211, 73221-73223

Sutgical excision (cysts and tttmors): 74111-74118, 74631-74638

Surgical indsion and drainage: 751!2, 75121, 75301, 75302

Fractures: 76201-76204, 76301-76304, 76911-76913

Repak lacerations, uncomplicated: 76961-76963

Frenectomy: 77801-77803

Management of TMÿ dis!ocation: 78102

Miscellaneous surgical services: 79111, 79311-79313, 79321, 79322, 79331-79333, 79341-
79343, 79402-79404, 79601-79604

REMOVAL PROSTHODONTICS

Dentu_te Adjustments (complete or pardal dentures, after 3 months @ore inserffon): 5ÿ[201,
54202, 54209, 54301-54303,.54401-540.3, 54501-54503 .

Denÿ:ce repairs/additions: 55101, 55102, 55201-55203, 55301, 55302, 55401155403, 55501,
55509

Denmÿe rebasing, reliningÿ 56211-56213, 56221-56223, 56231-56233, 56241-56243, 56251-
56253, 56261-56263, 56311-56313, 5632146323, 56331-56333, 56341-56343, 56411-56413

Dentu_te, tissue conditioning: 56511-56513, 56521-56523

Resetting of teeth: 56602



J. REMOVABLE PROSTHODONTICS ÿ once every 5.years ,,

Complete den>zres: 51101-5110z[, 5!30!-51303, 51601-51603, 51701-51703, 51801-51803

Partial dentures: •52101-52103, 5211!-52113, 52201-52203, 52211-52213, 52301-52303,
......  5ÿ25-!ÿw5-23ÿ137ÿ5-2 zÿ01%2 4037-5-2zHKÿ52z[ 1377-5250-1-52 ÿ3ÿ525-1-1ÿ-2ÿ13ÿ3T0-1753-I-0ÿ;

53111-53113, 53201-53203, 53205, 53211-53213, 53215, 53301, 53302, 53304, 53401-
53403, 5350ÿ753503, 53611-53613, 53621-53623, 53701-53704,53711-53713

K. FIXED PROSTHODONTICS - once every 5years

Ponfics: 62101,62103,62501,62502,62701-62703

Repaks:   66111-66113,  66119,  66211-66213,  66219,  66301-66303,  66309,
66721,66729

667!1,  66719,

Retainers - crowns:  67101, 67102, 67121, 67129, 67131, 67139, 67201, 67202, 67211,
67301,67311

Retainers-inlay, onlay:67321,67322,67331,67341

Abutment prepÿation under existing partial dentate clasp: 67501, 67502

Splinting: 69201

Retentive pins for retainers: 69301-69305

L. MAJOR RESTORATIVE

Meta! inlay restorations: 251 t 1-25 ! 13

Composite inlay restorations: 25121-25123

Metal oiay restoration: 25511

Composite oriay restoration:. 25521.

• Retenivepins: 25601,25602,25603,25604,25605

Crowns: 2711!; 27113, 271,!ÿ 27121,27201,27211,27301,27311

Post and coÿe: 25711-25713, 25721-25723

Metal transfer coping: 27501, 27502

Naaatal tooth pÿeparation: 28101

Metal cast coping crowns: 2821 !, 28212

Other restorative services: 21301, 23601, 25731-25733, 25741-25743, 25751-25756, 29101-
29103, 29109, 29301-29303, 29309



M. ORTHODONTIC SERV!CES

Diagnosÿc services: 04931

(TSsem-aion &adjustment: 8060!, 80602; 806317-80632; 806S9,80641, 80642,-806ÿ49,
80651, 80659, 80661, 80669

Removal of fixed orLhodonSc appSances: 80671, 80679

Orthodontic appliances: 81111, 81112, 81113, 81114, 81121, 81122, 81131, 81132, 81135,
81141, 81142, 81151, 81152, 81211, •81212, 81231, 81232, 81241, 81242, 81243, 81251,
81252, 81253, 81254, 81261, 81262, 81271, 81272, 81221, 81222, 81291-81294, 83101,
83102, 83201, 83202, 14101, 14102, 14201, 14202; 14301, 14311, 14312,14319, 14401-
14403, 14409

P£or to commencement of orthodontic treatment the denJst shoid prepare a report
ouOinmg the details with respect to ma!occlusion, dÿagnosis, proposed treatment and
applicable fees. This treatment plan should be forwarded to MantKe Financial for review
to establish the extent of payable benefit.

In-office and commercial laboratol7 charges (when appEcable to the above procedures):
99111, 99333

PREDETERMINATION OF DENTAL BENEFITS

Pior to begffLrÿg a course ofmaior dental treatment which is expected to cost $300 or more,
you shoid obtain from yoaz dentist and submit to Mmtife Finandd a treatment plan
outing the procedures and daarges. Yoaz denffst may be reques%ed to submit any relevant
x-rays.

A_pproval of the treatment plan should be obtained @omManulife Finandal pibr to
commencement of treatment. After reviewing the plan, you wit! be advised of the amount
payable by ManulKe Finandal. Where a range of fees, individual consideration or laboratory
charges are included, Manulife Financial will detenzfine the amount payable. The approved
estimate rill be honoured for a pe£od of twelve months from the date of approval.

EXTENSION OF BENEFITS

tf an employee oz dependent has impressions taken oz a tooth prepared for an appliance wee
covered and bene£ÿ cease because of temainadon of employment then coverage will be
deemed to continue in force for 90 days for charges incurred for that treatment.

Claims will not be paid for any crowns, bridges or dentures for wMch impressions were made
p£or to the date the person's coverage started. Also, dakns wÿl not be paid for replacement
or mislaid, lost or stolen app'_aces.



EXCLUSIONS

Benefits are not payable for:

......  °ÿS eÿes-eh-supphe s-n®t-Lsted-uÿ-der-B eneits  .....  "-

Services o5 supplies for cosmeic purposes, as deteÿedby Manulife Financial.

Chaÿges incuÿed as a result of conditions aising Dora war, whether or not war was

declared, fÿom parÿdpaion in any cii! commotion; insurrection or iog or while servÿg in
the armed forces.

o  Chmrges incurred is a result of self-inÿcted iniury.

.  Charges incur_red while committing, or attempting to commit, diÿeciy or inditecty, a
cimina] act under legislation in the jurisdiction where the act was commiÿed.

.  Charges fo5 the completion of claim £oÿs oÿ otheÿ docurnentatio% or charges incurred
for failing to keep a scheduled appoinÿent or for ÿansfe5 of medical Files.

.  Chaÿges for phocedures in excess of" those stated in the Fee Guide for Geneÿal
PJ:acdioners.

•  Services or supplies paid through any other source such as government o5 any other
service.

°  Seÿices. completed after termination of coverage.






