




    
 

 

 

 

 

 

 

   
  
  

 

  
 

 

 

  



    



    
 

 
 

 

   

   
 

 
 

 

       

 

 
  

 
 

 

   

    

   

   
 

 

   

   

 

 
   

   
 

  

Policy year Deductibles 
You have to meet your policy year deductible before this plan pays for benefits. 

In -network coverage Out -of -network coverage 

Policy year deductible Individual $ 50 
Family $150 

Individual $ 50 
Family $150 

Deductible and Policy Year Maximum cross -apply between In -Network and Out -of -Network 

The policy year deductible applies to all eligible dental services except Type A expenses. 

Coinsurance listed in the schedule of benefits 
The coinsurance listed in the schedule of benefits below reflects the plan coinsurance percentage. This is the 
coinsurance amount that the plan pays.  You are responsible for paying any remaining coinsurance. 

Coinsurance 
In -network coverage Out -of -network coverage 

Type A expenses 100% of the negotiated charge 100% of the recognized charge 

Type B expenses 80% of the negotiated charge 80% of the recognized charge 

Type C expenses 50% of the negotiated charge 50% of the recognized charge 

Orthodontic treatment coinsurance 

In-network coverage Out -of -network coverage 

Orthodontic treatment Not covered Not covere d 

Policy year maximum 
In -network coverage Out -of -network coverage 

Policy year maximum: $1,000 $1,000 
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�x  Surgical access of unerupted tooth 
�x  Mobilization of erupted or malpositioned tooth to aid eruption 
�x  Placement of device to facilitate eruption of impacted tooth 
�x  Biopsy of oral tissue 
�x  Exfoliative cytological sample collection 
�x  Alveoloplasty 
�x  Removal of odontogenic cysts or tumors 
�x  Removal of exostosis 
�x  Removal of torus 
�x  Surgical reduction of osseous tuberosity 
�x  Incision and drainage of abscess 
�x  Removal of foreign body 
�x  Sequestrectomy 
�x  Suture of wounds 
�x  Frenectomy/frenuloplasty 
�x  Excision of hyperplastic tissue per arch 
�x  Excision of pericoronal gingiva 
�x  Surgical reduction of fibrous tuberosity 
�x  Removal of impacted tooth 

o  Soft tissue 
�x  Sialolithotomy 
�x  Closure of salivary fistula 

Type C expenses: Major restorative care  

Restorative ���� Inlays,  onlays,  labial  veneers  and  crowns  (excludes 



    
 

 
 

                
    

 
 

   
  
            

   
 

 
     

           
    

   
       
     
    
  
  
  
  
  
  
   
  

 
 

  
  
     

  
  

  
 

 
  

 

 

 
  

o�  Molar 

Prosthodontics - The first installation of dentures and bridges is covered only if needed to replace 
teeth extracted while coverage was in force and which were not abutments to a denture or bridge less 
than 8 years old. (See the Tooth missing but not replaced rule.) Replacement of existing bridges, implants, 
or dentures is limited to 1 every 8 yea rs. (See the Replacement rule.) 

�x� Bridge abutments 
�x� Pontics 
�x� Dentures and partials (fees for dentures and partial dentures include relines, rebases and 

adjustments within 6 months after installation. Fees for relines and rebases include 
adjustments within 6 months after installation. Specialized techniques and characterizations 
are not eligible). 

o�  Complete upper and lower denture 
o�  Partial upper and lower (including any conventional clasps, rests and teeth) 
o�  Removable unilateral partial denture 

�x� Stress breakers 
�x� Interim partial denture (stayplate), anterior only 
�x� Reline (partial or complete) 
�x� Rebase, per denture 
�x� Special tissue conditioning, per denture 
�x� Adjustment to denture more than 6 months after installation 
�x� Repairs, full and partial denture 
�x� Adding teeth and clasps to existing partial denture 
�x� Repairs, bridges 
�x� Occlusal guard for bruxism (1 every 3 years) 
�x� Adjustments, repair or reline of occlusal guard 
�x� Cleaning and inspection of a removable appliance 

Oral surgery 
�x� Surgical removal of imp acted tooth (bony, including wisdom teeth) 
�x� Coronectomy 
�x� Removal of impacted tooth 

o�  Partially bony 
o�  Completely bony 

�x� General anesthesia and intravenous sedation 
�x� General anesthesia and intravenous sedation are covered when provided as part of a covered 

surgical procedure 
�x� Evaluation by anesthesiologist for deep sedation or general anesthesia 

General anesthesia and intravenous sedation 

�x� General anesthesia and intravenous sedation are covered when provided as part of a covered 
surgical procedure 

�x� Evaluation b y anesthesiologist for deep sedation or general anesthesia 
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General exceptions and exclusions 



    
 

 

  

  

  

 
 

 

 
   

 
 

 
 

  

  

  
 

 
  

  
 

 
 

 
  
 

 
  

  
  
  

 

 

  
 

  

Dental services and supplies 

�x� Acupuncture, acupressure and acupuncture therapy 

�x� Asynchronous dental treatment 

�x� Crown, inlays and onlays, and ve neers unless for one of the following: 
-  It is  treatment  for decay or traumatic injury and teeth cannot be restored with a filling material  
-  The tooth  is an abutment to a covered partial denture or fixed bridge  

�x� Dental implants, false teeth, prosthetic restoration of dental implants, plates, dentures, braces, 
mouth guards, and other devices to protect, replace or reposition teeth and removal of implants 

�x� Dentures, crowns, inlays, onlays, bridges, or other prosthetic appliances or services used for the 
purpose of splinting, to alter vertical dimension, to restore occlusion, or correcting attrition, 
abrasion, or erosion 

�x� First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment 
to replace congenitally missing teeth or to replace teeth, all of which were lost while you were not 
covered 

�x� General anesthesia and intravenous sedation, unless specifically covered and done in connection 
with another eligible dental service 

�x� Instruction for diet, tobacco counseling and oral hygiene 

�x� Mail order and at -home kits for orthodontic treatment 

�x� Orthodontic treatment except as covered in the Eligible Dental Services section of the schedu le of 
benefits 

�x� Dental services and supplies made with high noble metals (gold or titanium) except as covered in 
the Eligible Dental Services section of the schedule of benefits 

�x� Services and supplies provided in connection with treatment or care that is not covered under the 
plan 

�x� Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of 
appliances that have been damaged due to abuse, misuse or neglect and for an extra set of 
dentures 

�x� Replacement of teeth beyond the norm al complement of 32 
�x� Services and supplies provided where there is no evidence of pathology, dysfunction or disease, 

other than covered preventive services 
�x� Space maintainers except when needed to preserve space resulting from the premature loss of 

deciduous teeth 
�x� Surgical removal of impacted wisdom teeth when removed only for orthodontic reasons 
�x� Temporomandibular joint dysfunction/disorder] 

Experimental or investigational 

�x� Experimental or investigational drugs, devices, treatments or procedures 
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Other primary payer 

�x� Payment for a portion of the charge that another party is responsible for as the primary �
payer � 

Outpatient prescription drugs, and preventive care drugs and supplements 

�x� Prescribed drugs, pre -medication or analgesia 

Personal care, comfort or convenience items 

�x� Any service or supply primarily for your convenience and personal comfort or that of a �
third party � 

Providers and other health professionals 

�x � Treatment by other than a dentist.  However, the plan will cover some services provided by a 
licensed dental hygi enist under the supervision and guidance of a dentist. These are:  
-  Scaling of teeth  
-  Cleaning o f teeth  
-  Topical application of fluoride  

�x � Charges submitted for services by an unlicensed provider or not within the scope of the 
�S�U�R�Y�L�G�H�U���V���O�L�F�H�Q�V�H�� 

Services paid under your medical plan 

�x � Your  plan  will  not  pay  for  amounts  that  were  paid  for  the  same  services  under  a  medical  plan  
covering  you.  When  a  dental  service  is  covered  under  both  plans,  we  will  figure  the  amount  that  
would  be  payable  under  this  plan  if  you  did  not  have  other  coverage,  then  subtract  what  was  paid  
by  your  medical  plan.  If  there  is  any  difference,  this  plan  will  pay  it.  If  the  amount  paid  by  your  
medical  plan  is  equal  to  or  more  than  the  benefit  under  this  plan,  this  plan  will  not  pay  anything  
for  the  service. 

Services provided by a family member 

�x� Services provided by a [





    
 

 

 

  

 

 

 

 

 

 

 

 

  
  
  
  
  
  

  
  

 

  
  
   

 

 

What rules and limits apply to dental care? � 

Several rules apply to the dental benefits. Following these rules will help you use your plan to your 

advantage by avoiding expenses that are not covered by your plan. 

Alterna te treatment rule 

Sometimes there are several ways to treat a dental problem, all of which provide acceptable results. 

If a charge is made for a non -eligible dental service or supply and an eligible dental service that would 

provide an acceptable result, then your plan will pay a benefit for the eligible d ental service or supply. 

If a charge is made for an eligible dental service but another eligible dental service that would provide an 

acceptable result is less expensive, the benefit will be for the least expensive eligible dental service. 

The benefit will be based on the [in -�Q�H�W�Z�R�U�N�@���S�U�R�Y�L�G�H�U���V���Q�H�J�R�W�L�D�W�H�G���F�K�D�U�J�H���I�R�U���W�K�H���H�O�L�J�L�E�O�H���G�H�Q�W�D�O���V�H�U�Y�L�F�H��

or, in the case of an [out -of -network] provider, on the recognized charge. 

You should review the differences in the cost of alternate treatment with your dental prov ider. Of course, 

you and your dental provider can still choose the more costly treatment method. You are responsible for 

any charges in excess of what your plan will cover. 

Reimbursement policies 

We have the right to apply Aetna reimbursement policies. Tho se policies may reduce the negotiated 

charge or recognized charge. These policies take into account factors such as: 

�x� The duration and complexity of a service 
�x� When multiple procedures are billed at the same time, whether additional overhead is required 
�x� Whether an assistant surgeon is necessary for the service 
�x� If follow up care is included 
�x� Whether other characteristics modify or make a particular service unique 
�x� When a charge includes more than one claim line, whether any services described by a claim line 

are part of or incidental to the primary service provided and 
�x The educational level, licensure or length of training of the provider 



    
 

 

 

  

 

  
  
  
  
  
  

 

   

  
  

 
  
 

  
  

   
 

  
  

  
  
 

  
 

 

  



    
 

 

 

 

 

 
 

   
 

 

 

  

  

 

   

 
 

 

 

  

Tooth missing but not replaced rule 

The first installation of complete dentures, removable partial dentures, fixed partial dentures (bridges), 

and other prosthetic services will be covered if: 

�x� The dentures, bridges or other prosthetic items are n eeded to replace one or more natural teeth 
that were removed while you were covered by the plan . (The extraction of a third molar tooth 
does not qualify.) 

�x� The tooth that was removed was not an abutment to a removable or fixed partial denture �
installed during the prior 8 years.� 
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Non-Discrimination 

Aetna is committed to being an inclusive health care company. Aetna does not discriminate on the basis of ancestry, race, 
ethnicity, color, religion, sex/gender (including pregnancy), national origin, sexual orientation, gender identity or 
expression, physical or mental disability, medical condition, age, veteran status, military status, marital status, genetic 
information, citizenship status, unemployment status, political affiliation, or on any other basis or characteristic prohibited 
by applicable federal, state or local law. 

Aetna provides free aids and services to people with disabilities and free language services to people whose primary 
language is not English. 

These aids and services include: 

�x Qualified language interpreters
�x Written information in other formats (large print, audio, accessible electronic formats, other formats)
�x Qualified interpreters
�x Information written in other languages

If you need these services, contact the number on your ID card. Not an Aetna member? Call us at 1-877-480-4161. 
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Paunawa: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng serbisyo ng tulong sa wika nang walang bayad. 
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