FEATURES
INCLUDE:

* HNo deducrible for
Preventive and

Ornbodontia services

# 330 deductible for
Basic and Major
services; 150
maximum
deductible per
family

# 51,250 calendar year

maxueum

® 51,230 Orthodonria
lifetime marmimum

# 11 month waifing
period for Type I
& IV services for
timely enrolless

# Late entrants will
anly hawve limited
Tyvpe I services for
the first 131 months,

This is not a certificate

of insurance. If is a brisf

descriphion enly. The
Group Palicy alone
determines all rights and

benefits. Exclusions and

limitations apply.

Below are the monthly

ranes:

Employes
§30.53

Employes + One
§70.34

Employes + Family
§l1g.a07

Basad om 12 pay periods per
year and prezoiums are
guaraniesd untl the meat
policy rezewal date.

82020

Crescent Dental

Choice Comprehensive Plan

Underwritten by Companion Life Insurance Company

COVEERED SERVICES
Pavs up to 51250 Calendar Year Benefit for Certamn Procedwres. Percentzge payable 15 based on Allowrable
Charges for covered procedures.

_100%

(no deductible) |— 350 deduetible = (no deductible)

TYPEI TYPEI TYPEII TYPEIV
PREVENTIVE BASIC SERVICES  MAJOE ORTHODONTI
SERVICES SERVICES A
Mcindmg Including Including Incinding
Feoutine Exams Eezroradve Basic Fillins: Eestorative Orthodomtia
(2 per 12 months) Space Mainiainers {inlays & crowms) {orthodontic cam of
Birewing X-rays Simple Extractons Prosthetics proper alignmeet of teath])
(1 per calendar yuar) Periodomniics [demiures & bodges) Orthodontia s provided
Eeoufine Cleazinp {treatment of guews inchading Endodontics caly to dependant
{1 per & mownths) SUTERLY) {root canals, sadodoatic children who am undar
Sealants Palliative Treatment tharapios) ags 19 when treatment is
{ages & 1014) Anesibesia Implanis mecadved.

Full Mowth & Panoramic X-rays  Oral Sargery
{1 per 36 momths) (sxractons & impacted teath) *Cambimed deductibie For
Tpe 2 and Thpe 3 Services as
jper persor per calendar year;
{33 per ey Mo
Group Dental Insurance Enrollment Card

Name of Empleyer
Holmes Community College

Employes Nams:  First Middle Last

Complete Home Address (Fleass inchods srestPO Box, city, st and =ip)

Date of Hire

Date of Birth

O [ awthorize my employer to deduct from my sarmings the ameqnty
to cover my share of the contmbution for coverage indicated above. |

soatars of Employes  Provisions e reverze side accepied Drate Office Use Only




