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Deductible: $50 per Individual. Deductible waived for Diagnostic and Preventive

categories. Calendar Year Maximum: $1,500 per person. Co-insurance
A In Out of
Category / Procedure lificat
gory Qualifications Network | Network*
Diagnostic 100% 100%
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Additional Benefit Information

Deductible waived for periodontal cleanings.

Implants paid as Prosthodontic benefit, subject to the deductible and calendar year maximum.

Mouth Guards for TMJ-Bruxism are covered under major restorative services at 50% and subject to the deductible and
calendar year maximum once every 5 years per member.

coverage.

Ask your dentist to submit a pre-treatment estimate to Delta Dental for any procedure that exceeds $300. This will help you
estimate any out-of-pocket expenses you may incur and will confirm that the services are covered under your dental

This plan is eligible for Rollover Maximum: Rollover Max dollars do not apply to orthodontic services. To qualify for Rollover
Max, you must receive at least one cleaning or oral exam in the plan year. You must be enrolled for dental coverage before the
4th quarter of the calendar year and your paid claims must not exceed the maximum “threshold” amount

Your calendar year If your total yearly claims Then you can roll over this Your accumulated rollover
maximum benefit amount. don’t exceed this threshold amount to use next year, total is capped at this
amount... and beyond. amount.
$1,500 $700 $500 $1,250

*Non-participating dentists may balance bill. Subscribers are responsible for the difference between the non-participating

di

maximum plan allowance and the full fee charged by the dentist.
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