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Dear Member:

This brochure provides you with a description of the
improved dental benefits program.  The Trustees have
adopted the Metrodent Premier Plan.  The new schedule
of allowances is considerably higher than the previous
dental schedule and should therefore help reduce your out-
of-pocket expenses.

The brochure also describes the Painting Industry
Insurance Fund Dental Plan Participating Provider
Organization and the Metrodent Premier Network of
Participating Dentists which is over 1900 Dentists.  Metrodent
Premier Network of Participating Dentists.   If you use a PIIF
Metrodent Premier Dentist, you will have little or no out-of-
pocket expenses, depending on the course of treatment that
is required.

If your Dentist is not presently a Metrodent Premier
Participating Provider and you would like your Dentist to
receive an application, please complete the form in the back
of this brochure and return it to Self-Insured Dental Services.
Your Dentist will be contacted and a complete application
package will be forwarded.

We and the Trustees are proud of the dental program that
has been developed.   As you know, your dental benefits
program has been upgraded as the funds necessary to
provide you with improved and expanded coverage have
been made available to us, either through contract
negotiations, or with the savings we were able to achieve
with your help.

We shall continue to work to improve your benefit program
in the future.

Fraternally,
Sandy Vagelatos and Angelo Lopes
Co-Chairman
Painting Industry Insurance Fund



ELIGIBILITY:  Your eligibility and the eligibility of your
Dependents is defined in your Painting Industry Insurance
Fund Booklet.  Employees cannot receive benefits both as a
Member and as a Dependent of the same Benefit Program.
No one can receive benefits as a Dependent of more than
one Employee.

MAXIMUM ANNUAL BENEFIT:   $2,000 per covered
individual in a calendar year.

ANNUAL DEDUCTIBLE: The deductible amount for each
individual during the calendar year is $100.  The deductible
does not apply to diagnostic and preventive services.

LIFETIME ORTHODONTIC BENEFIT: $2,000 for eligible
Dependents, to age 19 including interceptive or pre-orthodontic
treatment, comprehensive orthodontic therapy and post-
treatment retention.  The Orthodontic Benefit is not subject to
the annual maximum.

COVERED EXPENSES:  Covered Expenses include charges
made by a Dentist for the performance of Dental Services
provided for in the Painting Industry Insurance Fund Schedule
of Covered Expenses, when the Dental Service is performed by
or under the direction of a duly licensed Dentist, is essential
dental care, and begins and is completed while the individual is
covered for benefits.

A Dental Service is deemed to start when the actual
performance of the service starts except that:

for fixed bridgework and removable dentures, it starts
when the first impressions are taken and/or abutment
teeth are prepared;

for a crown, inlay, or onlay, it starts on the first date of
preparation of the tooth involved;

for root canal therapy, it starts when the pulp chamber of
the tooth is opened.

ALTERNATE BENEFITS PROVISION:  Due to the element of
choice available in the treatment of some dental conditions, there
may be more than one course of treatment that could provide a
suitable result based on common dental standards.  In these
instances, S.I.D.S. will determine the Alternate Course of
Treatment on which payment will be based and the expenses
that will be included as Covered Expenses.  You may elect to
follow the original course of treatment and be responsible for
charges which exceed Plan allowances for the Alternate
Treatment.  This  should in no way be considered a reflection on
your treating dentist’s recommendations.  By using the pre-
treatment review estimate procedures you and your Dentist
can determine, in advance, what benefits are available for a
given course of treatment.  If the course of  treatment has already
begun, or has been completed without a pretreatment  review
estimate, the benefits paid by the Dental Plan may be based
on the less expensive treatment.



EXTENSION OF BENEFITS:  An expense incurred in
connection with a Dental Service that is completed after a
person's benefits cease will be deemed to be incurred  while
that person was eligible if:

for fixed bridgework and full or partial dentures, a
pre-treatment review estimate was issued, impressions
were taken and/or abutment teeth were prepared while
that person was eligible and the device was installed or
delivered within one month after that person's eligibility
terminated;

for a crown, inlay or onlay, pre-treatment review estimate
was issued, the tooth was prepared while that person
was eligible, and the crown, inlay or onlay was installed
within one month after that person's eligibility
terminated;

for root canal therapy, the pulp chamber of the tooth was
opened while that person was eligible for benefits and
the treatment was completed within one month after that
person's eligibility terminated.

There is no extension for any Dental Service not shown above.

PRE-TREATMENT REVIEW: The process is intended to inform
the patient and Dentist, in advance of treatment, what benefits
are provided by the dental program.  It enables you to obtain full
knowledge of the operation of your dental plan prior to under-
taking treatment and incurring expenses. The process identifies
coverage and limitations and clarifies specific limits and sched-
uled allowances; it provides the member with a detailed under-
standing of plan benefits available as a result of specific dental
services being rendered, before any actual treatment and ex-
penses are incurred.  Its emphasis is quality care for the benefit
of the Plan member.

A Claim Form for Pre-Treatment Review should be filed by your
Dentist if the course of treatment prescribed for you is expected
to cost more than $500 in a 90 day period and/or includes any of
the following services: inlays, crowns, bridges, dentures, lami-
nate veneers or periodontal surgery. The Dentist should com-
plete the claim form describing the planned treatment and the
intended charges before starting treatment. Complete your part
of the form and mail it together with the necessary x-rays and
other supporting documentation to:

A.S.O. / S.I.D.S., Dept. 55
P.O. Box 9005

Lynbrook, NY  11563-9005

S.I.D.S. will review the proposed treatment and apply the
appropriate plan provisions. You and your Dentist will receive a
report showing the exact amount the Plan will pay for each proce-
dure.  If there are disallowances, these will also be indicated along
with an explanation for the disallowances.  Discuss the treat-
ment plan and the benefits payable with your Dentist.



If you receive a pre-treatment review estimate for a proposed
course of treatment that was submitted by one Dentist, that pre-
treatment review estimate will remain valid if you elect to have
some or all of the work done by another Dentist.
The pre-treatment review estimate will be honored for one year
after issuance.

Please be aware that a pre-treatment review estimate is not a
promise of payment.  Work must be done while you are still
covered by the Plan for benefits (except where there is an Ex-
tension of Benefits as described above) and there is no signifi-
cant change in the condition of your mouth after the  pre-esti-
mate was issued.  Payment will be made in accordance with
plan allowances and limitations in effect  at the time services
are provided.

EXPENSES NOT COVERED: Covered Expenses will not
include, and no payment will be made for, expenses incurred
for:
1. cosmetic restoration;
2. replacement of a lost or stolen appliance;
3. replacement of a bridge, crown or denture within five

years after the date it was originally installed;
4. any replacement of a bridge, crown or denture which is

or can be made usable according to common dental
standards;

5.  procedures, appliances or restorations (except full
 dentures) whose main purpose is to:

(a) change vertical dimension; or
(b) diagnose or treat conditions or dysfunctions of
      the temporomandibular joint; or
(c) stabilize periodontally involved teeth

6. multiple bridge abutments;
7. a surgical implant of any type, including any prosthetic

device attached to it;
8. dental services that do not meet common dental standards;
9. services not included as Covered Dental Services in the

Painting Industry Insurance Fund Dental Schedule;
10. services for which benefits are not payable according to

the "General Limitations" section.



GENERAL LIMITATIONS:  No payment will be made for expenses
incurred for you or any one of your Dependents:

for or in connection with an injury arising out of, or in the
course of, any employment for wage or profit;

for or in connection with a sickness which is covered
under any worker's compensation or similar law;

for charges made by a hospital owned or run by the
United States Government unless there is a legal
obligation to pay such charges whether or not there
is any insurance;

to the extent that payment is unlawful where the person
resides when the expenses are incurred;

for charges which would not have been made if the
person had no insurance, including services provided by
the member's spouse;

to the extent  that  they exceed the amounts
shown in the schedule of allowances ;

for charges for unnecessary care, treatment or surgery;

to the extent that you or any of your Dependents is in any
way paid or entitled to payment for those expenses by or
through a public program;

for or in connection with experimental procedures or
treatment methods.

GUARDED PROGNOSIS LIMITATION: If, in the opinion of the
claims administrator, the longevity of the proposed or rendered
treatment is limited, payment may be made in accordance with
plan provisions.  However, any future benefits for services
provided in that jaw may be affected.

COSMETIC LIMITATION: Where there is more than one method
of restoring a decayed or fractured tooth, one of which may result
in a more aesthetic restoration than others, payment will be
based on the least costly professionally acceptable treatment
option.

IMPLANTOLOGY: Payment for a prosthetic device that is
attached to one or more implants will be based on benefit
allowances that would be paid if no implant was placed.

HOW BENEFITS ARE PAID:  After dental work  is performed,
have your Dentist complete all items in the Dentist Information
portion of the claim form and list the procedures, dates of services
and charges and sign in the space provided for Dentist signature.
You should  then complete all items in the Member Information
portion.  Be sure to include spouse and Dependent information
where applicable.

If the patient is an unmarried Dependent child and is attending
school as a full-time student, coverage is extended until the last
day of the month of the 23rd birthday.  An official letter from  the



school's admissions or registrar's office must be on file with the
Fund  and is the only acceptable documentation of full-time
attendance that will be considered for an extension of benefits.
Completed claim forms, with x-rays and other attachments,
should be sent to:

A.S.O. / S.I.D.S., Dept. 55
P.O. 9005

Lynbrook, NY  11563-9005

Claim forms are available from the Painting Industry Insurance
Fund Office. Dental claims must be filed within 12 months of the
date of service. Claims filed later than 12 months from the date
of service will not be reimbursed. If you would like the payment
made directly to your Dentist, you may do so by signing the
"Authorization to Assign Benefits" box on the claim form.
Reimbursement will be at the rate of 100% of the fees listed in
the Schedule of Allowances, not to exceed actual Dentist
charges.

COORDINATION OF DENTAL BENEFIT:  If you or your family
members are eligible to receive dental benefits under another
group plan in addition to the Painting Industry Insurance Fund
Dental Program, benefits will be coordinated with the benefits
from your other group plan so that up to 100% of the allowable
expenses incurred will be paid jointly by the plans.  The allowable
expense for a procedure is defined as the average usual and
customary charge for a specific geographic area.  In order to
obtain all of the benefits available, you and your family members
should file claims under each plan.  Members should file with
the primary plan first and then the secondary plan.  Be certain to
enclose a copy of the payment voucher from the primary plan
when filing a claim with the secondary plan.

BIRTHDAY RULE:  The Painting Industry Insurance Fund ap-
plies the Birthday Rule: the plan of the parent whose birthday,
month and day, falls first in the calendar year is the primary
carrier.  For example, if your birthday is July 9 and your spouse's
birthday is October 27, your dental plan will be primary.  Pay-
ment claims for Dependent children should be submitted to
the primary plan first, and then to the secondary plan, enclos-
ing a copy of the payment voucher from the primary plan.

CLAIMS APPEAL AND REVIEW PROCEDURE:  Your right to
appeals and review are defined in the Painting Industry Insurance
Fund Summary Plan Description.

CONTINUATION OF COVERAGE:  You and/or your  Dependents
may be eligible for continuation of coverage under the Federal
Cobra regulations described in the Summary Plan Description
Booklet should coverage be terminated for you or your
Dependents.

PAINTING INDUSTRY INSURANCE FUND
45 West 14th Street

New York,  NY  10011
(212) 924-2473

Sandy Vagelatos



Co-Chairman
PAINTING INDUSTRY INSURANCE FUND

MetroDENT Premier
Participating Provider Organization

This feature of your dental plan is designed to substantially reduce or
eliminate the non-reimbursed portion of your dental bill.  Since usual and
customary dental charges generally exceed Dental Plan reimbursements,
you will realize a significant savings in the cost of your dental care when
you use a participating Painting Industry Insurance Fund  MetroDENT
Premier Dental Network Participating Dental Provider.

When you use a participating provider you will not incur any out-of-pocket
expenses except in the following instances:
1. Where a specific co-payment is indicated.
2. To satisfy the $100 annual deductible.
3. For services that are listed in the Schedule but for which
      the Plan will not pay, e.g.:

a)  procedures denied due to frequency limit or maximums
In these instances, the participating Dentist’s charges may not
exceed the Maximum Charges as stated in the Schedule.

4. For non-covered services (there are a few procedures  not covered
by the Plan), you are not to pay more than  the dentist’s usual and
customary charge for that  service.

THE DIRECTORY OF PARTICIPATING DENTISTS- includes the names,
addresses, and telephone numbers of General Practitioners, Periodontists,
Endodontists, Oral Surgeons, Orthodontists and Prosthodontists.  You
should be aware that although several Dentists may practice at the same
location, only the Dentist whose name appears on the list is a Participating
Dentist.

SELECTING A DENTIST-  There are no restrictions on the use of a
participating Dentist.  You are free to select the Dentist or dental specialist
of your choice.  And of course, each family member may select his or her
own Dentist.   You may utilize the services of a participating specialist
whether or not you utilize the services of a participating General Dentist
for your routine care. It is important to understand that the Fund does not
recommend or endorse any particular Dentist.  You are responsible to
select the Dentist of your choice, participating or non-participating, and you
should exercise the same care and apply the same criteria in selecting a
participating Dentist that you would in selecting a non-participating Dentist.

SCHEDULING AN APPOINTMENT- After selecting a Dentist from the
directory, call the dental office for an appointment.  Identify yourself as
being covered by the Painting Industry  Insurance Fund MetroDENT Dental
Plan when scheduling your appointment and have a copy of this booklet
with you at the time of your visit.  Due to the fact that there are occasional
additions and deletions, please verify that the Dentist is still participating
when scheduling your appointment.  If you have any questions, please
contact Self-Insured Dental Services at

516-396-5500 / 718-204-7172
Please feel free to access our web site at

www.asonet.com

If a service is covered under the Plan and a participating
Dentist is charging you in addition to the scheduled
allowance,  you should call Self-Insured Dental Services or
the Fund Office before paying the doctor any money and
proceeding with the treatment.   Self-Insured Dental Services
will contact the dental office to discuss the treatment plan,
the Dentists charges, and the Plan’s covered expenses to
insure that you will not be erroneously charged for a
procedure that the Plan allowance should cover in full.



Member co-payments when using a participating dentist are
listed to the right of the plan allowances(plan pays).  When
using a non-participating dentist, your co-payment will be the
difference between the plan allowances and your dentist's
charges
     DIAGNOSTIC SERVICES

ORAL EXAMINATION ....................................  17.00
maximum-two in a calendar year

FULL MOUTH SERIES X-RAYS
      8 to 14 periapical and bitewing films OR
PANORAMIC FILM ......................................... 40.00

maximum-one in a three year period
INTRAORAL FILM

periapical or bitewing-each film .............   5.00
OCCLUSAL FILM ........................................... 10.00
EXTRAORAL-(EACH FILM) ............................ 25.00
POSTERIOR-ANTERIOR, LATERAL FILM .... 25.00
SALIOGRAPHY .............................................. 40.00
TMJ FILM ........................................................ 25.00
CEPHALOMETRIC FILM ................................ 40.00
PALLIATIVE TREATMENT, relief of pain ........ 30.00

PREVENTIVE SERVICES
PROPHYLAXIS

Adult ........................................................ 30.00
Child, to age 14 ...................................... 25.00
including scaling and polishing
maximum-two in a calendar year

FLUORIDE EXCL. PROPHY .......................... 10.00
maximum-two in a calendar year

SEALANT
per tooth, once per lifetime to age 19 .... 15.00

SPACE MAINTAINER ...................................150.00
RESTORATIVE SERVICES

SILVER AMALGAM FILLINGS /primary & permanent teeth
one surface ............................................. 45.00
two surfaces ............................................ 55.00
three surfaces ......................................... 60.00
four  or more surfaces ............................ 65.00

COMPOSITE RESIN FILLINGS / anterior & posterior
one surface ............................................  52.00
two surface ............................................  60.00
three or more surfaces ........................... 70.00
incisal edge ............................................. 80.00

METALLIC OR PORCELAIN INLAY
one surface ........................................... 150.00 50.00
two surface ........................................... 180.00 50.00
three surface ........................................ 210.00 50.00

ONLAY-IN ADD TO INLAY .............................. 70.00
PIN RETENTION-PER TOOTH...................... 25.00
CROWNS

acrylic jacket ......................................... 175.00
porcelain jacket .................................... 275.00 75.00
resin fused to metal ............................. 300.00 75.00
full cast and 3/4 cast ............................ 275.00 75.00
porcelain fused to metal ...................... 350.00 75.00

PORCELAIN LAMINATE VENEER, LAB. ..... 225.00 50.00
PREFAB SS CROWN-PRIMARY ................... 75.00

Plan     Member
Pays      Co-Pay



POST & CORE, pre-fabricated ...................... 75.00
POST & CORE, cast in laboratory ..............  125.00

    PROSTHODONTICS
replacement of prosthetics limited to once

per five years
COMPLETE DENTURE
   immediate or permanent .......................... 550.00 50.00
PARTIAL DENTURE-unilateral .................... 200.00
PARTIAL DENTURE-bilateral
   acrylic base ............................................... 375.00 50.00
   cast metal base ......................................... 550.00 50.00
RELINE COMPLETE DENTURE-CHAIR ....... 80.00
RELINE PARTIAL DENTURE-CHAIR ............ 75.00
RELINE COMPLETE DENTURE-LAB ......... 125.00
RELINE PARTIAL DENTURE-LAB .............. 100.00
BRIDGE ABUTMENTS
    inlay - two surface .................................... 180.00 50.00
    inlay - three surface ................................. 210.00 50.00
    porcelain fused to metal ........................... 350.00 75.00
    resin fused to metal ................................. 300.00 75.00
    full cast and 3/4 cast ................................ 275.00 75.00
BRIDGE PONTIC

resin fused to metal .............................. 300.00 75.00
full cast .................................................. 275.00 75.00
porcelain fused to metal ....................... 350.00 75.00

MARYLAND BRIDGE RETAINER ............... 155.00 75.00
PRECISION ATTACHMENT ........................ 125.00
RECEMENT BRIDGE .................................... 40.00
RECEMENT SPACE MAINTAINER ............... 40.00
RECEMENT INLAY OR CROWN .................. 30.00
REPAIR COMP DENT BASE......................... 90.00
REPLC MISS/BRKN TTH-COM DENT .......... 85.00
REPAIR PART ACRYLIC SADDLE/BASE..... 90.00
REPAIR CAST FRAMEWORK .................... 100.00
REPAIR OR REPLACE BROKEN CLASP .... 85.00
REPLACE BROKEN TEETH-PER TOOTH ... 85.00
ADD CLASP TO EXISTING PART DENT ...... 85.00
ADD TH TO EXISTING PART DENTURE ..... 85.00
DENTURE ADJUSTMENT............................. 35.00
REPLACE FACING ...................................... 100.00
TISSUE CONDITIONING ............................... 40.00

ORAL SURGERY

SIMPLE EXTRACTION .................................. 50.00
SURGICAL EXTRACTION

must be demonstrated by x-ray
surgical extraction ................................... 75.00
soft tissue impaction ............................. 115.00
partial bony impaction........................... 185.00
complete bony impaction ...................... 225.00
root recovery ........................................... 90.00

SURGICAL EXPOSURE IMP/UNERUP ........ 80.00
SURGICAL EXP IMP/UNERUP-ORTHO ..... 160.00
REMOVAL OF A CYST

< 1/2 inch in diameter ............................ 75.00
> 1/2 inch in diameter .......................... 125.00

ALVEOPLASTY per quad ............................. 125.00
INCISION & DRAINAGE ................................. 50.00
BIOPSY OF ORAL TISSUE ............................ 75.00
REMOVAL OF FRAENUM .............................. 95.00

Plan     Member
Pays      Co-Pay



PERIODONTIC SERVICES

Although eight teeth constitute the anatomic compliment of
a quadrant, for purposes of settling claims for periodontal
treatment, payment will be based on five teeth per quadrant.
Accordingly, if at least five teeth are treated in a quadrant,
payment will be based on the allowance for a full quadrant.
If fewer than five teeth are treated, payment will be pro-rated
on the basis of five teeth per quadrant.  When more than one
periodontal procedure is performed on the same day, claims
for services will be combined and payment will be based on
the most costly procedure.

ROOT SCALING & GINGIVAL CURETTAGE, BITE
CORRECTION, including  prophylaxis

per visit ..................................................  50.00
full-mouth ................................................ 60.00
perio maintenance procedure ................. 60.00

maximum allowance on any combination of the
above services  $180  in a calendar year

PERIODONTAL SURGERY
confirmation by charting and/or x-rays required per

quadrant of at least 5 teeth
GINGIVECTOMY-per quad ............................ 60.00 50.00
OSSEOUS SURGERY-per quad ................. 275.00 75.00
OSSEOUS GRAFT-per site ........................... 90.00
OSSEOUS GRAFT-per quad ....................... 250.00
PEDICLE SOFT TISSUE GRAFT-per quad . 200.00
FREE SOFT TISSUE GRAFT-per quad ...... 250.00

ENDODONTICS
x-ray of satisfactory completion required

PULP-CAP, direct .......................................... 10.00
VITAL PULPOTOMY .....................................  60.00
ROOT CANAL THERAPY
    one canal ................................................. 175.00 50.00
    two canals ................................................ 225.00 50.00
    three canals ............................................. 300.00 50.00
    four canals ...............................................350.00 50.00
APICOECTOMY, 1st root ............................. 150.00
APICOECTOMY, maximum per tooth .......... 300.00
ROOT RESEECTION/HEMISECTION......... 150.00
RETROGRADE ROOT FILLING .................... 85.00

    ADJUNCTIVE SERVICES

GENERAL ANESTHESIA-plan pays
1st  30 minutes only .................................... 125.00

Plan     Member
Pays      Co-Pay



SPECIALIST CONSULTATION ...................... 50.00

ORTHODONTIC SERVICES

MINOR TOOTH MOVEMENT/INTERCEPTIVE TRT
MAXIMUM CHARGE PER CASE................ 780.00
REMOVABLE  APPLIANCE......................... 270.00
FIXED APPLIANCE ..................................... 300.00
ACTIVE TREATMENT, per month ................. 60.00
COMPREHENSIVE TREATMENT
MAXIMUM CHARGE PER CASE............. 2,520.00
DIAGNOSIS & INITIAL APPLIANCE ........... 405.00 75.00
ACTIVE TREATMENT, per month ................. 60.00
PASSIVE TREATMENT,per 3 months ........... 60.00
REMOVABLE  APPLIANCE......................... 270.00
HARMFUL HABIT APPLIANCE ................... 270.00
POST-TX STABILIZATION DEVICE ............ 120.00

Please note that no two orthodontic cases are alike.
Depending on the particular malocclusion, one case may
require only 15 months of active treatment while another may
require 36 months of active treatment.

Futhermore, Interceptive Treatment may or may not be
followed by Comprehensive Treatment and Comprehensive
Treatment may or may not be preceded by Interceptive
Treatment.

Participating Painting Industry Insurance Fund
MetroDENT Premier Orthodontists may only charge for
services rendered.  The lifetime maximum that the Plan will
pay for orthodontic services  is $2,000.

At the time of insertion of the initial appliance for Interceptive
Treatment,  the Plan will pay $270 for a Removable Appliance
or $300 for a Fixed Appliance with no member co-payment.
At the time of insertion of the initial appliance for
Comprehensive Treatment, the Plan will pay $405 and the
patient  is responsible to pay a $75 co-payment.  If the total
of all necessary orthodontic services exceeds the Plan’s
maximum, you will only be charged the scheduled allowance
for those services exceeding the maximum.  However,
regardless of how many months of treatment are actually
required, the total of payments from both the Plan and the
patient may not exceed  $780 for Interceptive Treatment and
$2,520 for Comprehensive Treatment.

Plan     Member
Pays      Co-Pay
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If you would like your dentist to receive an application
package to join the Participating Provider
Organization, please complete this form and return
it to the address below.

Member’s Name: _______________________________

Social Security Number: ______________________________

Dentist’s Name___________________________________

Phone No.____________________________

Address___________________________________________

City__________________ State________    ZIP__________

Dentist’s Name____________________________________

Phone No.___________________________

Address___________________________________________

City__________________ State________    ZIP__________

S.I.D.S. / A.S.O.
Provider Relations Department

P O Box 9005
Lynbrook, NY  11563-9005

516-396-5500


