2025-26 Dental plan benefit table

Plan 1* Plan &° a Plan3*

Metwork Pramier FRO
In-network, you pay In-network, you pay In-network, you pay

Plan-year costs
Deductible $50 %50 $50 $50 §50
Benefit maximum $2.200 £1,700 $1.200 $2,300 $1,500
Out-of-network benefits included e o o x *
Preventive* and diagnostic services!
Exam and pr\qph\rlnxis{cleunings 30%- 0% | 30%- 0% 0% 0% 0%
{once every six months)
Bitewing X-rays (once every 12 months) 308 - 0% | 30% - 0% 0% 0% 0%
Topical fluoride opplication (oges 18 and under) 30% - 097 | 30% - 0%° % 0% 0%
Seulunils wond spuce i Laine s S0M - 0% | 300% - 0% 0% 0% 0%
Restorative services
Fillings (posterior teeth paid to composite) 30% - 0% | 30% - 0%° 205 30 - 0% 10%
Inlays (composite reimbursement fee) 30% - 0% | 305 - 0% 20% 30 - %2 103
Oral surgery aond extroctions 30% - 097 | 30% - 0%° 205 30 - 0% 10%
Endodontics and pericdontics 30% - 0% | 30% - 0%° 209 30 - 0% 10%
Major restorative services
Gold or porcelagin crowns 30% - 097 30% 50% 30 - 0K 20%
Implants 30% - 0% S50% S0% 30 - O%2 20%
Onlays 30% - O%7 30% S0% 30 - O0%? 20%
Prosthodontics services
Dentures and partial dentures 308 - 0% S50% 505 30 - Ond 20%
Bridges 30% - O 50% 50% 30 - %2 20%
Other services
Mitrous Oxide 50% 50% S0% 50% S0%
Occlusal guards
(might guards® and athletic mouthguards) Sl Sl S0 . S
Orthodeontic services'®
Lifetime masximum — $1,800 20% 20% MfA 20% 20%

*Preventive costs will not accrue toward the benefit moximum.

1 Deductible wohved,

2 Under this incentive plan, benefits start at 70 percent far the individuols first plan yeor of coverage. Thereafter, benefit papments increase by 10 percent
el plan year (Ug 1o & madmum benefit of 100 pereant) provicked the indfidual s visited the denlizt af [eas! once during the Brevious plan year.

Failure to do g0 will couse o 10 percent reduction in banefit payment the following plon yeor, oithough payment will never foll beiow 70 percent.
3 Mowving from o eonstont benafit plan (6 of Exclusive PPO) to on incentive beneflit plan (1 ar 5) will couse the benefit ievel 1o Start of 70 pereent.

o Thizs plan hes no out-of-network Benefit. Services pevformed outside the Defta Dental PPO netwark ore fol covered uniess for o denlol emergency.

Covered emergencies consist of problem-focused exarm, polliotive freatment and X-rays. Al other servces ore considensd non-covered.

5 250 Maximum, oRcoe Bvery ive years.

& Orthodantic sendces da not aoply toward the plan-year berefit madmurm.
For limitations and exclusions, visit modohealth.com/oebb/members and refer to your Member Handbook.



