
Family Deductible                             
(per calendar year)

Annual Benefit Maximum                 
(per person)

Coinsurance  (percentage of the 
covered expense that the plan covers 
after the deductible)

In Network Out of Network In Network Out of Network

Preventive and Diagnostic Services  
(deductible does not apply in network)                                       
 Routine periodic oral exams                                 
not to exceed  2 times a year                                             
 Cleaning and scaling                             
not to exceed 2 times a year                                     
 Bitewing X-rays                                         
 Full-mouth X-rays once every 3 years                                                         
 Space maintainers up to age 16                                      
 Sealants through age 14, first and 
second molars, once in 5 years

100% 100%  after 
deductible 100% 80% after 

deductible

Basic Services                                         
(A 6-month waiting period applies)          
 Fillings                                                        
 Simple Extractions

80% after 
deductible

80% after 
deductible

80% after 
deductible

80% after 
deductible

Major Services                                    
(A 12-month waiting period applies)           
 Major Restorations                                              
 Prosthodontics (crowns, bridges and 
dentures)

50% after 
deductible

50% after 
deductible

Periodontics  (treatment for diseases 
of the gums; scaling and planing once 
per quad every 2 years); Endodontics  
(root canal filling and pulpal therapy); 
and Oral Surgery                                                  
(A waiting period applies)

80% after 
deductible              

or                         
50% after 
deductible        

(based on type      
of treatment)

80% after 
deductible              

or                         
50% after 
deductible        

(based on type      
of treatment)

Orthodontics 

 

Employee $46.45
Employee & Spouse $85.89
Employee & Children $97.22
Family $149.75

3 family members must meet the 
individual deductible

$1,000

3 family members must meet the 
individual deductible

$1,000

DentaBlue Dental Benefits

Individual Deductible                           
(per calendar year)

DentaBlue - Low Option DentaBlue - Select

$50 $50

Note:  If members receive dental care from non-network dentists, they will be responsible for any amount over the allowed amount and for 
paying the dentist and filing a claim for reimbursement.                                Rates effective 7.1.2011

Premiums

Not Covered

Not Covered

Not Covered Not Covered

Employee $17.94
Employee & Spouse $35.28
Employee & Children $35.64
Family $51.01
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