CHIPPEWA VALLEY SCHOOLS

Benefits At A Glance FOR 

FULL-TIME support personnel OF 

JOB CLASS 6 DIVISION 5

effective JULY 1, 2007
This summary does not contain all of the provisions or limitations which apply to your Dental coverages.  For coverage details, see your benefit booklet.  Upon receipt of your benefit booklet, please discard this summary, as benefits are subject to change.
	DENTAL EXPENSE COVERAGE

(Coordinates with other dental coverage with which you are currently enrolled)

	Calendar Year Deductible

Basic & Major Procedures combined

Per Person


Per Family
	$25

$50

	Maximum Payment Limits


Preventive, Basic, & Major Procedures (combined)


Orthodontia
	
$1,000 per calendar year

$1,000 lifetime maximum

	Procedure Categories


Preventive


Basic


Major


Orthodontia
	50%

50%

50%

50%

	Dental Treatment Plan


When charges for a Period of Dental Treatment (other than Emergency Treatment) are expected to exceed $300, it is strongly recommended that you file a Dental Treatment Plan with the Claims Administrator before treatment begins.


Covered Charges – Dental Care Unit 1 – Preventive Procedures

Examinations

Only two of the below listed procedures will be covered in any 12 consecutive month period.

Oral examination (evaluation)

Periodic examination (evaluation)

Emergency examination (evaluation)

Office visit

Radiographs

Full mouth survey

Complete series (including bitewings)

Panoramic


Only one of the listed full mouth surveys will be covered in any 36 consecutive month period.

Bitewing


Only one set will be covered in any 6 consecutive month period.

Occlusal

Periapical


Only two films will be covered in any 12 consecutive month period.

Extraoral X-Rays


Sialography


Cephalometric film


Posterior-anterior or lateral skull and facial bone survey


Other extraoral



Only one of the listed extraoral procedures will be covered in any six consecutive month period.



Diagnostic x-rays performed in conjunction with root canal therapy or orthodontic treatment will not 


be considered Unit 1 Covered Charges.

Preventive Services

Prophylaxis (cleaning of teeth)


Limited to two dental prophylaxis (routine cleaning or periodontal cleaning/maintenance procedure) in any 
12 consecutive month period. Both routine cleaning and periodontal cleaning (maintenance procedure) will 
apply towards the two per 12 consecutive month period frequency limit.

Topical application of fluoride


Applicable only to Dependent Children under the age of 14. Only one application will be covered in any 6


consecutive month period.

Topical application of sealants


Applicable only to first and second permanent molars for Dependent Children under age 16. Covered once 
each tooth in any 36 consecutive month period.

Other Services

Harmful habit appliance


Limited to one time per person under age 16

Space maintainers


Applicable only to Dependent Children under the age of 16.  Repairs to space maintainers are not covered. 
Limited to one bilateral space maintainer per arch or one unilateral space maintainer per quadrant.

Dental Care Unit 2 – Basic Procedures

Restorations

Fillings (amalgam, silicate, plastic, or composite)

Multiple restorations on one surface will be considered as a single surface restoration. Multiple restorations on different surfaces of the same tooth will be considered connected. Replacement of existing fillings are covered only if at least 24 consecutive months have passed since placement of prior filling, unless required by new decay in an additional tooth surface. Mesial-lingual, distal-lingual, mesial-buccal, and distal-buccal restorations on anterior teeth will be considered single surface restorations.


Benefits for composite restorations on molar teeth will be based on the benefits for the corresponding 


amalgam restorations.

Stainless steel crown

Prefabricated resin crown


Applicable only for Dependent Children under the age of 19. Only one of the listed crowns will be covered in 
any 24 consecutive month period.

Endodontic Services

Vital pulpotomy


Covered for deciduous teeth only.

Root canal therapy including treatment plan, diagnostic x-rays, clinical procedures, and follow-up care. Retreatment of previous root canal therapy covered once per tooth per lifetime.

Apexification

Apicoectomy - Covered once per root per lifetime

Retrograde filling - Covered once per root per lifetime

Root amputation

Root resection

Hemisection

Periodontic Services

Scaling and root planing (each quadrant)


Covered once each quadrant in any 24 consecutive month period.

Periodontal prophylaxis (includes probing, charting, exam, polishing, scaling, root planing, and similar maintenance

procedures).


Covered only if at least three months have elapsed after completion of active therapeutic scaling and root 
planing or active surgical periodontal treatment. Limited to two dental prophylaxis (routine cleaning or 


periodontal cleaning/maintenance procedure) in any 12 consecutive month period. Both routine cleaning and 
periodontal cleaning (maintenance procedure) will apply towards the two per 12 consecutive month period 
frequency limit.

Periodontal Surgical Procedures

Gingival flap procedure

Gingivectomy

Osseous surgery

Pedicle soft tissue graft

Free soft tissue graft

Subepithelial connective tissue graft

Distal or proximal wedge procedure

Crown lengthening


Only one of the listed periodontic surgical procedures is covered for each quadrant in any 36 consecutive


month period.

Bone Replacement Graft


Covered once per site per lifetime.

Oral Surgery

Simple extraction

Surgical removal of erupted tooth

Root removal - exposed roots


There will be no separate benefit payable for bone grafting of an extraction site.

Incision and drainage of dental abscess

Biopsy of soft tissue

Other Surgical Procedures

Extraction of impacted teeth (soft tissue, partial bony, complete bony)

Surgical root removal


There will be no separate benefit payable for bone grafting of an extraction site.

Alveoplasty

Removal of exostosis

Removal of palatal torus

Removal of mandibular tori

Frenectomy

Transseptal fiberotomy

Excision of hyperplastic tissue

Surgical exposure of impacted or unerupted tooth

Vestibuloplasty

Removal of dental cysts and tumors

Anesthesia

General anesthesia

IV sedation


General anesthesia or IV sedation is covered as a separate procedure only when required for complex oral 
surgical procedures covered under this plan (and only when performed in a dental office). Benefits for 


anesthesia is limited to one hour unless complexity of service warrants extended time.

Other Services

Consultation with specialist


Covered once in any 12 consecutive month period. Covered as a separate procedure only if no other service


(except x-rays) is provided during the visit.

Antibiotic drug injection

Office visit after regularly scheduled hours


Covered as a separate procedure only if no other service (except x-rays) is provided during the visit.

Palliative treatment


Covered as a separate procedure only if no other service (except x-rays) is provided during the visit.

Dental Care Unit 3 – Major Procedures

Other Services

Recementing

Inlay

Onlay

Crown

Bridgework


Covered only if done more than 12 months after initial insertion of inlay, onlay, crown, or bridge, and than


not more than one time in any 24 consecutive month period.

Repairs to complete or partial denture, bridge, or crown


Covered only if repair is done more than 12 months after initial insertion of the denture, bridge, or crown, 
and then not more than one time in any 24 consecutive month period.

Relining or rebasing complete or partial dentures


Covered only if relining or rebasing is done more than 12 months after initial insertion of the denture and 
then not more than one time in any 24 consecutive month period.

Tissue conditioning


Covered only if at least 12 months have elapsed since the insertion of a complete or partial denture and not 
more than once in any 24 consecutive month period.

Denture adjustment


Covered once in any 12 consecutive month period and then only if at least 12 months have elapsed since 
the insertion of the denture.

Restorations

Inlays and onlays

Inlay or onlay restorations are covered only if the tooth cannot be restored by a filling and (for replacements) at least 60 consecutive months have elapsed since the last placement.

For persons under 16 years of age, the benefit for inlay is limited to amalgam or resin filling.

For persons under 16 years of age, the benefit for onlay is limited to resin or stainless steel crowns.

The date the inlay or onlay is cemented in the mouth will be used in determining benefits payable.

Labial Veneer

Veneer restorations are covered only if the tooth cannot be restored by a filling and (for replacements) at least 60

months have elapsed since the last replacement.

Crowns (single restorations only)

Resin (laboratory)

Resin with nonprecious metal

Resin with semiprecious metal

Resin with gold

Porcelain

Porcelain with nonprecious metal

Porcelain with semiprecious metal

Porcelain with gold

Porcelain (3/4 cast)

Gold (3/4 cast)

Gold (full cast)

Nonprecious metal (full cast)

Semiprecious metal (full cast)

Crowns are covered only if the tooth cannot be restored by a filling and (for replacements) at least 60 consecutive months have elapsed since the last placement. Crowns for the primary purpose of splinting, altering, or maintaining vertical dimension, or restoring occlusion are not covered. Crowns for the replacement of veneer, inlay or onlay or bridge abutment are covered only if at least 60 consecutive months have elapsed since the last placement of the restoration. Crowning of implant replacing a tooth missing prior to the effective date is not covered. For persons under 16 years of age, the benefit for crowns on vital teeth are limited to resin or stainless steel crowns. Crowning of implant replacing a pontic will not be covered unless at least 60 consecutive months has elapsed since placement of the pontic. The date the crown is cemented in the mouth will be used in determining benefits payable.

Cast post and core


Covered only for teeth that have had root canal therapy. Covered once per tooth per 60 consecutive months. 
There will be no separate benefit payable for cast post and core if restorative procedure is not covered 


under this plan.

Core Buildup


Covered only when required for retention and preservation of the tooth. There will be no separate benefit 
payable for core buildup if restorative procedure is not covered under this plan.


Covered once per tooth per 60 consecutive month period.

Prosthodontics, Fixed

Fixed bridges - initial placement or replacement


Coverage for bridges limited to persons over age 16.


Initial placement of fixed bridges to replace teeth which were missing prior to the effective date of the 


covered person’s coverage will not be covered unless it includes the replacement of a Functioning Natural 
Tooth extracted while the person is covered under the group plan (provided that tooth was not an 


abutment to an existing partial denture that is less than 60 months old). In that event, benefits are payable 
only for the replacement of those teeth which were extracted while covered under the group plan.


Benefits for the replacement of an existing fixed bridge are payable only if the existing bridge is more than 
60 consecutive months old and is not serviceable and cannot be repaired.


The date bridgework is cemented in the mouth will be used in determining benefits payable.

Prosthodontics, Removable

Complete or partial dentures - initial placement or replacement


Initial placement of complete or partial dentures to replace teeth which were missing prior to the effective 
date of the covered person’s coverage will not be covered unless it includes the replacement of a 


Functioning Natural Tooth extracted while covered under the group plan. In that event, benefits are 


payable only for the replacement of those teeth which were extracted while covered under the group plan.


Benefits for the replacement of an existing complete or partial denture are payable only if the existing 


denture is more than 60 consecutive months old and is not serviceable and cannot be repaired.


Covered Charges for complete or partial dentures do not include any additional charges for over-dentures or 
for precision or semi-precision attachments.

Dental Care Unit 4 – Orthodontia

Orthodontic Services

Formal, full-banded retention and treatment, including x-rays and other diagnostic procedures.

Removable or fixed appliances for tooth or bony structure guidance or retention.

Limitations

Dental Covered Charges will not include and no benefits will be paid for:

- 
Treatment or Service that is not for Necessary Dental Care; or

- 
the services of any person who is not a Dentist or Dental Hygienist; or

- 
any part of a charge for Treatment or Service that exceeds Prevailing Charges; or

- 
the services of any person in your Immediate Family or any person in your Dependent’s Immediate Family; 
or

- 
implants; or

- 
Treatment or Service that does not meet professionally recognized standards of quality; or

- 
veneers, personalization of dentures or crowns (or any other treatment that is primarily cosmetic); or

- 
drugs, medicines, or therapeutic drug injections; or

- 
instructions for plaque control, oral hygiene, or diet; or

- 
bite registration or occlusal analysis; or

- 
Treatment or Service to alter or maintain vertical dimension or restore or maintain occlusion; or

- 
Treatment or Service to duplicate or replace a lost or stolen prosthetic device; or

- 
Treatment or Service to duplicate or replace a lost or stolen appliance; or

- 
Orthodontic Treatment or Service; if the appliance or bands where placed prior to being covered under the 
group plan, unless you or your Dependent are currently in a treatment plan which was covered under


prior group orthodontic coverage, and there has been no Lapse in Coverage; or

- 
Treatment or Service for provisional or permanent splinting; or

- 
Treatment or Service for which you or your Dependent have no financial liability or that would be provided


at no charge or at a different charge in the absence of insurance; or

- 
Treatment or Service that is temporary; or

- 
Treatment or Service that is paid for or furnished by the United States Government or one of its agencies


(except as required under Medicaid provisions or Federal law); or

- 
Treatment or Service that results from:


- 
an injury arising out of or in the course of any employment for wage or profit if you or your



Dependent are eligible to be covered under a Workers’ Compensation Act or other similar law;



except that this limitation will not apply to: partners, proprietors, or corporate officers who are not



covered by a Workers’ Compensation Act or other similar law; or


- 
a sickness covered by a Workers’ Compensation Act or other similar law; or

- 
Treatment or Service that results from war or act of war; or

- 
Treatment or Service that results from participation in criminal activities; or

- 
Treatment or Service provided outside the United States, unless you or your Dependent are outside the


United States for one of the following reasons:


- 
travel, provided the travel is for a reason other than securing dental care diagnosis or treatment, 


and travel is for a period of six months or less; or


- 
a business assignment, provided you or your Dependent are temporarily outside the United States 


for a period of six months or less; or


- 
Full-Time Student status, provided the student is either:



- 
enrolled and attending an accredited school in a foreign country; or



- 
Is participating in an academic program in a foreign country, for which the institution of




higher learning at which the student is enrolled in the U.S. grants academic credit; or


- 
Mormon missionary work of a Dependent Child, and such missionary work is for a period of two



years or less; or

- 
Treatment or Service replacing tooth structure lost from abrasion, attrition, erosion, or abfraction; or

- 
Treatment or Service which may not reasonably be expected to successfully correct the patient’s dental


condition for a period of at least three years; or

- 
Treatment or Service for which benefits are payable under any group medical expense coverage; or

- 
Treatment or Service that is paid for by a Medicare Supplement Insurance Plan; or

- 
Treatment or Service for temporomandibular joint disorders.
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