DELTA DENTAL

DMO PPO Indemnity
DeltaCare PPO and Premier Networks PPO and Premier Networks
In-Network Only In-Network Out-of-Network In- and Out-of-Network
e . Participating . ’
Participating Provider Provider Any Provider Any Provider

Pay dentist scheduled fee

Dentist will charge
you applicable
coinsurance

Must submit claim
to Delta Dental

Participating dentist will
charge you applicable
coinsurance. Claims must be
submitted to Delta Dental for
non-participating dentists.

End of year age 23

End of year age 23

End of year age 23

N/A

$25/$75 (in- and out-of-network
combined)

$25/$75

N/A

$1,500 (in- and out-of-network combined)

$1,000

Children: To end of year

Children: To age 19

Children: To age 19

age 23
Employee/Spouse: eligible Employee/Spouse: not eligible Employzﬁgsitzce)use: not
Fee Schedule Reduced Reasonable & Reimbursement Schedule
Contracted Fees Customary Fees
Amount participant pays Amount insurance company pays Amount msupr:;]sce company
$0 80% 70% See schedule
$0 60% 45% $26
$5 60% 45% $30
$350 60% 45% $282
$145 60% 45% $150
$380 50% 35% $250
Not covered 50% 30% $1,000
See fee schedule 50% 50% See reimbursement schedule

N/A

$1,000 (in- and out-of-network combined)

$1,000




DMO PPO Indemnity
Coverage Monthly Weekly Monthly Weekly Monthly Weekly
Contribution | Contribution | Contribution | Contribution Contribution Contribution
1 Person $ 5.00 $1.15 $10.11 $2.33 $ 5.00 $1.15
2 People $10.00 $2.31 $20.86 $4.81 $10.00 $2.31
3 or More People $19.00 $4.38 $34.23 $7.90 $19.00 $4.38
Coverage Monthly Contribution
DMO PPO Indemnity
1 Person $ 5.00 $ 10.11 $ 5.00
2 People $ 10.00 $ 20.86 $ 10.00
3 or More People $ 19.00 $ 34.23 $ 19.00
Coverage Monthly Contribution
DMO PPO Indemnity
1 Person $ 19.75 $ 36.33 $ 16.06
2 People $ 40.14 $ 7717 $ 34.13
3 or More People $ 59.73 $ 108.25 $ 47.85




