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Delta Dental of lowa

Employee Summary of Covered Services and Benefits

Mueller-Yurgae Associates

Deductlbles, Maxlmums & Engibllity
- lndividual D€ductible

- Family Deductible

- Deductible applies to Check-Ups and Teeth CleaninS?

- Benefit Period Maximum

- Eligible children to age

- Full-time {unmatried) students eligible to age

- Does Individual Deductible apply to Orthodontics?

- orthodontic lifetime maximum

- Orthodontics: Eli8ible children to age

- orthodontics: Full-time students eligible to age

-Adult Orthodontics

Beneflts
ch€ct Up3 rnd Te6th clcanlr!'
(Dlagnoatlc.nd Pmttve Swlcal

- Dental Cleaning

- Oral Evaluations

- Fluoride Applications

- X-Rays

- sealant Applications

- Space Maintainers

C6dty nepalt and Toolh :xtnctlors
(Routlne and n€stdatlE Sarulcosl

- Emergency Treatment
- General Anesthesia/Sedation

- Restoration of Decayed or Fractured Teeth

- Limited Occlusal Adjustments

- Simple oral Sur8erY

- complex oral surgery

- Posterior Composites w/ Alternate Processing

R@l Ctnab Fndodontlc Seryl43t
- Apicoectomy

- Direct Pulp Cap

- Pulpotomy

- Retrograde Fillings

- Root canal Therapy

6um and lone Olteatcs lPedodortal Seillcsl
- Conseruative Procedures {Non-surgical)

- complex Pro€edures (Surgical)

- Periodontal Maintenance Therapy

Hlffi Cost iFtontlons (Cait i$toFtloffl
- Cast Restorations

- Crowns

- lnlays

- Onlays

- Post and Cores

- Recementing Crowns/lnlays/Onlays

D€illrc and BtldS€3 lPt$tistic S€rulc$l

- Bridges

- Dentures

- Repairs and Adjustments

- Recementing of Eridges

- lmplants Not Covered

Stnl8[t r TGrth (Oniodontl6l
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7 every 24 months Per quodrant

7 every 36 months Per quqdrant

2 in o benefit period oggregdte with dentdl cleoning
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7 every 5 years

7 every 5 years

7 every 5 yesrs

50%

40%

7 every 5 yeors

1 every 5 years
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AddltrolElOpdon3
-Annual Maximum Carryover - To GosM lncluded

The percentage shown is the coinsurance amount that is the responsibility of the Covered Person'

regulations in force when the benefits become effective. certain exclusions and limitations apply. Please refer to your dental benefits document for detalls'
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