
De ntal Be ne fi ts

S I D E - B Y - S I D E C OMPAR ISON

C o in s u ran c e P e rc e n t

Ou t- o f - P o c ke t M ax
(Includes Deduct ible)

70%

$3,000 Indiv idual
$9,000 Family

50%

$10,000 Indiv idual
$25,000 Family

P rimary C are P h ys ic ian Of f ic e Vis it

Sp e c ial is t Of f ic e  Vis it

We lln e s s  P h ys ic al Exams
(Rout ine Care)

$5 co-pay then 100%

$10 co-pay then 100%

$0 co-pay then 100%

50% after ded.

50% after ded.

50% after ded.

We ll C h ild C are
(Includes Immunizat ions) $0 co-pay then 100% 50% after ded.

P re s c rip t io n  D ru g C ard

60%

$4,000 Indiv idual
$12,000 Family

50%

$10,000 Indiv idual
$25,000 Family

$10 co-pay then 100%

$15 co-pay then 100%

$0 co-pay then 100%

50% after ded.

50% after ded.

50% after ded.

$0 co-pay then 100% 50% after ded.

P P O P l an

In-Netw ork Out-of-Netw ork

Bas i c P l an

In-Netw ork Out-of-Netw ork

Ro u tin e H e arin g Exam
(1 Per Year)

M ammo gra m

P ap Sme ar

100% noded.

100% noded.

100% noded.

50% after ded.

50% after ded.

50% after ded.

Fe c al Oc c u lt Sc re e n in g

H o s p ital  Be n e f its In p atie n t*

H o s p ital  Be n e f its Ou tp atie n t*

100% noded.

70% after ded.

70% after ded.

50% after ded.

50% after ded.

50% after ded.

Eme rge n c y Ro o m $350 co-pay and  
70% after ded.

$350 co-pay and  
70% after ded.

100% noded.

100% noded.

100% noded.

50% after ded.

50% after ded.

50% after ded.

100% noded.

60% after ded.

60% after ded.

50% after ded.

50% after ded.

50% after ded.

$350 co-pay and  
60% after ded.

$350 co-pay and  
60% after ded.

Su rgic al  Be n e f its In p atie n t* 70% after ded. 50% after ded.

Su rgic al  Be n e f its Ou tp atie n t*

D iagn o s t ic  L ab & X - Ray

C T Sc an s , P ET Sc an s , MRI,  
& N u c le ar M e d ic in e

70% after ded.

100% noded.

50% after ded.

50% after ded.

M e n tal N e rvo u s & Su b s tan c e Ab u s e  
In p atie n t  &Ou tp atie n t*

60% after ded. 50% after ded.

60% after ded.

100% noded.

50% after ded.

50% after ded.

Ad d it io n al M e d ic al Be n e f its   
In f u s io n Th e rap y

H o me H e alth C are *

Skil le d N u rs in g Fac il ity*

H o s p ic e*

Birth in g C e n te r

Amb u lan c e Se rvic e

D u rab le M e d ic al Eq u ip me n t & Su p p lie s

Vis io n  (Combined w ith Medical Plan  
Includes Ex am & All Related Hardw are)

70% after ded. 50% after ded. 60% after ded. 50% afterded.

Retail Prescript ion (30 days): $0 generic • $10 preferred brand • $20 non-preferred • $100 specialty drug  
Retail Prescript ion (90 days): $0 generic • $30 preferred brand • $60 non-preferred
Mail Order Prescript ion (90 days): $0 generic • $20 preferred brand • $40 non-preferred

70% after ded. 50% after ded. 60% after ded. 50% after ded.

70% after ded. 50% after ded. 60% after ded. 50% after ded.

100% no ded. 100% after ded. 100% no ded. 100% afterded.

100% no ded. 100% after ded. 100% no ded. 100% afterded.

100% no ded. 100% after ded. 100% no ded. 100% afterded.

100% no ded. 100% after ded. 100% no ded. 100% after ded.  

70% after ded. 70% after in net ded. 60% after ded. 60% after in net ded. 

70% after ded. 50% after ded. 60% after ded. 50% afterded.

100% no ded. Up to a $300 annual max imum

Wis d o m Te e th  Extrac t io n
(Medical & Dental. Ex clusive Benefits for All 

Associated Serv ices.)
80% no ded. Upto a $2,000 lifet ime max imum

An n u al D e d u c tib le

P re ve n tative & D iagn o s t ic

$50 per covered indiv idual

100% nodeduct ible

Bas ic Re s to rat ive  Se rvic e s

M ajo r Re s to rat ive Se rvic e s
(Includes Coverage for Dental Implants)

80% after $50 deduct ible

50% after $50 deduct ible

C ale n d ar Y e ar M aximu m $2,000 per covered indiv idual

Important: *Precert ificat ion i s  required. You are responsible to call or have your physician call 48 hours before these procedures (phone number on back of ID 
card) Failure to call w ill result  in up to a $500 penalty ! *This i s  a general descript ion of benefits for more details please refer to the plan document

M ajo r M e d ic al D e d u c tib le $500 Indiv idual
$1,500 Family

$1,000 Indiv idual
$3,000 Family

$1,000 Indiv idual
$3,000 Family

$2,000 Indiv idual
$6,000 Family
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