2024 Dental Insurance A DELTA DENT ALO

Single coverage as low as $30.83*

A pEtADENTAL | 2024 DENTAL Insurance ~ Single coverage as low as $30.83/mo

| 6 Dental plans available 3 CONTRIBUTORY PLANS 3 VOLUNTARY PLANS

All § plans offer 75% Participation Required Minimum participation of 1 employee

HEA
il

Coverage S Contributory | Contributory Voluntary Voluntary
Category Ve s Plan 1 Plan2 Option 1 Option 2

Coverage A: | Diagnostic & Preventive
Evaluations, X-rays, Oral cancer

screenings, Routine cleanings, 100% 100% 100% 100% 100% 100%

Fluoride treatments, Space
maintainers, Sealants

Coverage B: | Basic Restorative 0
COMPOSITE FILLINGS 80%’ 60%' ?0 /o
Anterfor & Posterior, Surgical After a 6 After a 6 After a6
iadhiihe st 80% 50% 70% month month month
Bf:r;imeni ofgugr disease, wal tlng waltlng waltlng
s el period** period** period**
Coverage : | faior Restorative 50% 50% 50% 50% 50% 50%
mr:dgi;’s (;Tmﬁ;s = After a 6 month Aftera6month | After a 6 month After a 12 month After a 12 month After a 12 month
P waiting period* waiting period* waiting period* waiting period** waiting period** waiting period™
Coverage 8 and G combined deductibleper - $50/$150 [ $50/$150 | $25/75 $100/$300 | $75/$225 | $75/$225
Annually | Annually | Annually LIFETIME LIFETIME LIFETIME
G A-BC bined maxi
e e $1,500 $1,500 $2,000 $1,000 $1,500 $2,000
Coverage D: Orthodontics NOT COVERED NOT COVERED | NOT COVERED NOT COVERED )
Orthodontics Correction of Malposed 500{“ Hp toa 0 {o up toa
(crooked) teeth for Adults Lifetime Lifetime
BeGhikdan g ectd Maximum of Maximum
$1,000 per of $1,500
person Per person
Aftera 24 month After a 24 month
waiting period** waiting period*™
NETWORK OPTIONS |  PPO+Premier PPO+Premier FPO+Premier PPO+Premier PPO+Premier PPO+Premier
Doub!el_tp Ma;;g‘mum - alfows accumulaﬁaq of up
to 5250 in additional annual benefits for use in INCLUDED INCLUDED

future coverage periods
Monthly Rates *** Contributory **  Contributory™*  Contributory™* Voluntary™ Voluntary™* Voluntary*™

. Plan 1 Plan 2 Plan 3 Option 1 Option 2 Option 3

Single/$2.40 2o Single 4065 $30.83 $37.08 $46 87 $40.79 $45.55

i e ey | Do Remom | g2 $75.91 $93.61 $79.85 $68.47 $77.65
‘Group Dontal Coverage ~~ MOT€ Than 2. g401 42 $75.91 $93.61 $134.15 $107.48 $130.00

Prior Group Dental Coverage




