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‘ | Periodic Examination Evaluation | D0120 | | Resin, 3 surface anterior 1.0 |
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= | Comprehensive Oral Evaluation | DO150 | _|..Crown, porc high noble N
‘ [ Exam Problem Focus- Extensive D0160 | e | Crown, porc/metal ) ,
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. Intraoral occlusal x-ray, each D0240 o .|_Prefab posticore S . » ’
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