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Plan Name Dental, Vision, Hearing Dental, Vision, Hearing PPO ‘ Exclusive PPO ‘ PPO Bright Smiles Premier 1000 Dental PPO ‘ Kids Dental PPO Prev Plus PPO‘ Core PPO ‘Preferred PPO‘ Pinnacle PPO ‘ Flex ‘ Flex Plus PrimeStar Lite ‘ PrimeStar Boost ‘PrimeStar Complete
Network (click to search) No Network No Network Delta Dental PPO Delta Dental Premier PPO Ameritas Ameritas
Plan Brochure (click to view) Brochure Brochure Brochure Brochure Brochure Brochure
Annual Benefit Maximum (age 19+) $1,000 ‘ $1,500 ‘ $3,000 $1,000 ‘ $1,500 ‘ $2,000 ‘ $2,500 ‘ $3,000 $1,000 ‘ $1,500 ‘ None $1,000 $1,000 ‘ $1,500 ‘ None $1000/$1500 ‘ $1,200 ‘ $1500/$3500 ‘$1200/$2500/$5000‘51000/$2000‘$1500/$2500 750/$1500 ‘ $1500/$2000 ‘ $2500/$3000
Deductible $100/person $100/person $0 $50/$150 S0 $100/person - Lifetime $0 on Preventive, $50 all other
Year 1: 60%
Preventive (In-Network) Year 2: 70% 100% Under 19: 100% 100% 100% 100% 100% 100% 100%
Adults: 75%
Year 3+: 80%
Year 1: 60% Year 1: 50% Year 1: 50% Year 1: 50% | Year 1: 50%
Basic (In-Network) Year 2: 70% Yv::rrzl;.?;; U;‘\jilrt?é;;% 70% 75% 80% 80% 50% Year 2: 65% v::?rzi igag‘% Year2:60% | Year2:70% | Year 2: 70% :::: ;j gg: J::rrzl;.f:; \:’::rrzl;.sgog‘:
Year 3+: 80% s e Year 3+: 80% ) Year 3+:80% | Year 3:80% | Vear 3: 80% ) ) s
Year 1: 0% Year 1: 20% X e N Year 1: 25% Year 1:15% | Year 1: 20% 1no X .
Major (In-Network) Year 2: 70% Year 2+: 50% Under 15 2% 0% 25% 50% 0% 20% e B8 | Year2:30% | Year2:30% | Year2:40% | e i 10% oL o 20
Year 3+: 80% Implants: $1,500 lifetime maximum " Bt Bt Year 3+: 60% Year 3+: 40% | Year 3+: 50% . .
$1, l;gg?irf:tgiriigmax $1, gggﬁ;eif:\:gmax Under age 19
Orthodontia Not Covered vear L: 0%_' . Under 19: 25% Under 19: 50% 25% Not covered Not Covered Not covered Year 1: 10% Not covered Year 1: 10% Not covered Not Covered $1,000 lifetime max Not Covered
Year 2+ 50% ($1,500 lifetime max) Adults: N/A Adults: N/A Year 2: 25% Year 2: 25% Year 1: 15%
:25% :25% oo
Year 3: 50% Year 3: 50% Year 2: 50%
Out of Pocket Pediatric Maximum (ages 0-18) N/A N/A $450/child, $900/family (In-network only) N/A $450/child, $900/family (In-network only) N/A N/A
Deductible (Out of Network) $0 $0 $50/person, $150/family $0/$50 $0/$50 $0/$50
Preventive (Out of Network) Same as in-network 80% PPO Plans pay based on contracted fees Based on contracted fee 70% 80% 90%
50% . (Maximum Allowable Charges, MAB) (MAC), so will pay what to
in- - Same as in network ges, 4 pay . 259 . .
Basic (Out of Network) Plan payments based on Usual, Same as in-network No balance billing Not Covered but be subject t 80% after deductible 8 out of 10 dentists pay in Year 1:25% Year 1: 45% Year 1: 70%
for Delta Dental ut can be subject to Year 2: 40% Year 2: 60% Year 2: 80%
Customary and Reasonable charges. or Delta Denta balnce billin, the area
. Premier only J Year 1: 5% Year 1: 10% Year 1: 15%
Major (Out of Network) 50% after deductible
Year 2: 10% Year 2: 30% Year 2: 40%
Waiting Period (ages 19+) Preventive Services None None None
None for dental
Waiting Period: (ages 19+) Basic Services None Vision covered after 6 months 6 months * None 6 months all ages* 6 months* None None None
" N ) ) Hearing covered after 12 months
Waiting Period: (ages 19+) Major Services 12 months 12 months* None 12 months all ages* 12 months* None

Important Notes, PLEASE READ

This is a reimbursement policy.

Children can only enroll as
dependents. See brochure for
family rates.

Additional discounts if you use a
dentist in the Careington Maximum
Care PPO network.

Vision covered at 65% Year 1, 80% Year 2+
Inclues eye exams, glasses and contact lenses.

Hearing covered 80% up to $500 Year 2+
Inclues hearing exams and aids.

*Waiting periods may be waived with proof of prior dental coverage. See brochure

for full details.

*Waiting periods may be waived with proof of

prior dental coverage.

Preferred PPO also covers hearing exams and hearing aids. It covers $75 per year for hearing exams
and 50% of hearing aids cost up to the max benefits.

Max hearing aid benefit per year:
Year 1: $200
Year 2: $300
Year 3: $400

Implants covered on all plans except Flex Plans

Preventive procedures are not deducted from plan's annual
maximum benefit.

Teeth whitening is included as a Major Benefit on the
PrimeStar Boost Plan.

Annual hearing exam benefit paid up to $75 for PrimeStar
Complete.

Primestar total hearing aid benefit per ear:
Year 1: $200, Year 2: $300, Year 3: $400

0-17 N/A N/A N/A N/A N/A N/A
$41 $46 $41 $42 $44 $44 $44
18
$57.05 | $58.32 | $59.32 | $60.10 $60.68
19-24 $40 $48
$28 $34 $39
25-29 $37.58 $49.43 $59.52 $42 $50
30-34 Age25: | Age25: | Age25: | Age25: Age 25: $30 $36 $42 $46 $55 Individual Indvidual Individual Individual Individual | Individual
$57.05 | $58.32 | $59.32 | $60.10 $60.68 $25.31 $37.07 $48.65 $49.49 $47.52 $66.33
35-39 $33 $39 $46 $50 $59 Individual Individual L
Age 26 -50: |Age 25 - 50:| Age 26-50: [Age 25 - 50:| Age 26- 50: d d d d d $28.17 $53.05 Individual
R e 26 -50:|Age 25 - 50:( Age 26-50: |Age 25 - 50:| Age 26- 50: Indiv + 1 Inviv + 1 Indiv +1 Indiv + 1 Indiv + 1 Indiv + 1 - - $62.18
W= $59.5 $63.46 $66.59 $69 $70.84 $34 $40 47 $58 565 $50.63 $76.62 $97.01 $101.45 $95.03 $132.68
45-49 $40.47 $52.42 $64.57 $35 $41 N/A $48 $59 $70 N/A ) . Family
Family Family Family Family Family Family Family Family $197.62
50-54 $38 $44 $52 $60 $72 $81.01 $129.07 $154.35 $168.81 $152.05 $21.28 $90.12 $180.50
$67.54 $72.08 $75.66 $78.41 $80.53
55-59 $41 $48 $57 $63 $75
60 - 64 $43.46 $56.95 $73.63 Age 71+: | Age71+: | Age71+: | Age71+: | Age71+: $45 452 $62
$69.61 | $74.85 | $78.73 | $81.73 $84.02
65-74 $46.44 $61.48 $79.60 $66 $78
$48 $55 $66
75 -85 $53.45 $70.64 $91.55 $69.51 $74.85 $78.73 $81.73 $84.02 Waive the $25 application fee with code SMILE20
Updatated 10/20/2025 Enroll Direct Call us to Enroll Enroll Direct Enroll Direct Enroll Direct Enroll Direct

This sheet is a simplified plan comparison. Refer to plan summaries for complete plan benefits. Please note that percentages shows are what the plan pays.



https://www.modahealth.com/ProviderSearch/faces/webpages/providerSearch.xhtml?referrer=&productCategory=dental&selectedNetwork=Delta%20Dental%20PPO
https://www.modahealth.com/ProviderSearch/faces/webpages/providerSearch.xhtml?referrer=&productCategory=dental&selectedNetwork=Delta%20Dental%20Premier
https://providerdirectory.pacificsource.com/Commercial
https://dentalnetwork.ameritas.com/
https://dentalnetwork.ameritas.com/
https://direct.manhattanlife.com/brochures/DVH7016-OR-BRF_0625.PDF
https://mobile.aetna.com/appConfig/SSIeAPP/Broker/Documents/DVHPlus/OR/CLIDS06597.pdf
https://modahealth.com/shop/-/media/DeltaDental/Downloads/Oregon/Shared/Brochures/2026/Moda-IND-DEN-Brochure-2026-OR.pdf
https://pacificsource.com/sites/default/files/2025-10/IFP141_0725_OR_Dental-PC_Digital.pdf
https://spiritdental.com/docs/default-source/planbrochures/sd-allplans-or.pdf?sfvrsn=43224d7a_17
https://www.ameritas.com/OCM/GetFile?doc=692441
https://direct.manhattanlife.com/#/link/CFS?prod=DVH
https://www.modahealth.com/shop?agentID=7749957&agentFN=Henrik%20Jahn
https://shop.pacificsource.com/Individual/ProducerClientShop?refId=RSSwrpMa4ZopPtYXRpZoQVmqC5MBMRL1OhSMSsbNi3HtBMKq80V2mPwfiowuxVQL
https://spiritdental.com/?option=com_scoreboard&view=scoreboard&agent=0013b00001qfuosAAA
https://myplan.ameritas.com/id/010K0706

