
Dental Plan Benefits
Episcopal Diocese of Washington

AN IMPORTANT PART OF

YOUR HEALTH CARE

PACKAGE

Regular preventive dental care

is an important part of



BENEFITS YOU PAY          

PREVENTIVE & DIAGNOSTIC SERVICES (CLASS I) COINSURANCE

• Oral Exams (two per benefit period)

• Prophylaxis (two cleanings per benefit period)

• Bitewing X-rays 

• Full mouth X-ray or panograph and bitewing X-ray combination and one cephalometric X-ray 
(once per 36 months)

• Fluoride treatments (two per benefit period per member, age requirements may apply)

• Sealants on permanent molars (once per tooth per 36 months per member, age requirements may apply)

• Space maintainers (once per 60 months)

• Palliative emergency treatment  

BASIC SERVICES (CLASS II) COINSURANCE

• Direct placement fillings using approved materials (one filling per surface per 12 months)

• Periodontical scaling and root planing (once per 24 months, one full mouth treatment)

• Simple extractions

MAJOR SERVICES - SURGICAL (CLASS III) COINSURANCE

• Surgical periodontic services including osseous surgery, mucogingival surgery and occlusal adjustments 
(once per 60 months)

• Endodontics (treatment as required involving the root and pulp of the tooth, such as root canal therapy)

• Oral surgery (surgical extractions, treatment for cysts, tumor and abscesses, apicoectomy and hemi-section)

• General anesthesia rendered for a covered dental service

MAJOR SERVICES – RESTORATIVE (CLASS IV) COINSURANCE

• Full and/or partial dentures (once per 60 months)

• Fixed bridges, crowns, inlays and onlays (once per 60 months)

• Denture adjustments and relining (limits apply for regular and immediate dentures)

• Recementation of crowns, inlays and/or bridges (once per 12 months)

• Repair of prosthetic appliances as required (once in any 12 month period per specific area of appliance)

ORTHODONTIC SERVICES (CLASS V)* COINSURANCE

• Diagnosis (including models, photographs, cephalometric X-rays and tracings)
• Active treatment (including necessary appliances and progress X-rays)
• Retention treatment following active treatment

No charge**

No deductible

20% except 50% for Periodontics
of Allowed Benefit after
deductible**

50% of Allowed Benefit
after deductible**

50% of Allowed Benefit**

No deductible

ANNUAL DEDUCTIBLE (CLASSES II-IV) AND MAXIMUM (CLASSES I-IV)

$50 deductible per person per
calendar year
$150 aggregate family deductible
per calendar year
$1,500 maximum per member
per calendar year

20% except 50% for Periodontics
of Allowed Benefit after
deductible**

* Orthodontic services are available for all Members. Lifetime maximum benefits for each eligible Member is $800.

** NOTE: CareFirst payments are based on the Allowed Benefit. Participating Dentists accept 100% of the Allowed Benefit as payment in full for covered services.
Non-participating dentists may bill the member for the difference between the Allowed Benefit and the actual dentists’ charges.

SUMMARY OF EXCLUSIONS
Not all services and procedures are covered by your benefits contract. This plan summary is for comparison purposes only and does
not create rights not given through the benefit plan.
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