
CSEBO DENTAL INSURANCE

DELTA DENTAL COMPARISON
EFFECTTVE 10t1t2019 - 9t30t2020

YearAnnual Maximum

I

lncentive Levels

Percentage level increase s 1,0% for each consecutive year the dentist is visited, 
I

to a maximum of 100%.1

Diagnostic and Preventive Benefits

Prophylaxis (Cleaning) Treatments

Oral Examinations

Full-Mouth X-Rays

Bitewing X-Rays

Periodontal Scaling and Root Planing

Fluoride Treatments

Space Maintainers

Basic Benefits

Oral Surgery - Extractions

Oral Surgery - Other Surgical Procedures

Restorative Procedures - Amalgam, Silicate or Composite (Resin) Restorations
(Fillings)

Endodontic Treatments

N/A

N/A

-

No cost per 6-month period,

limited to 2 cleanings per

calendar year

No cost

No cost; limited to 1 series

every 24 months

No cost; limited to l series

every 6 months

S20-S25; limited to 4
quadrants every 12 months

No cost to age 19 per 6-month
period

S2s

-

No cost to S25 depending on

procedure

No cost to S110 depending on

procedure

No cost to S85 depending on

procedure

No cost to 5280 depending on

procedure

Sr,zooW
70l80le1lt00%

lncentive Level

70/801901700%; limited to 2

per calendar year

70/80/901700%; limited to 2

per calendar year

70/80/90/L00%; limited to 1

per 36 months

7 0 / 80 190 / L00Yo; upon provider
request, maximum of 2 per

calendar year

70180/901100%; limited to 1

each quadrant every 24

months

701801901700% limited to 2
per calendar year.

70180/e0/100%
lncentive Level Coverage

70/80/901t00%

50-100% depending on

procedure

70/80/90/tol%

70/80/e0lt00%

s 1,s00

70180/s0/700%

Coverage

70180190/L00%; limited to 2

per calendar year

70/80/901L00%; limited to 2

per calendar year

70/80/901t00%; limited to 1

per 36 months

7 0 I 80 /90 / t00%; upon provider

request, maximum of 2 per

calendar year

70180/90/700%; limited to 1

each quadrant every 24

months

70/80/90/700% limited to 2
per calendar year.

70/801s0/700%

70/80/s0/700%

50-100% depending on

procedure

70/80/90/L00%

70/80/e0/100%
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CSEBO DENTAL INSURANCE

DELTA DENTAL COMPARISON
EFFECTTVE 10t1t2019 - 9tg0t2020

Dental, or for emers€ncy servic€s as provided in the Evidence of Coverage (EOC)section, Eneryency sevi@. Any other treatment is not covered underthis p.ogran.

between this summ.ry and the certific.te of lnsurance or Evldence of CoveraSe {Em), the certificate of lnsuEn.e or Evidence of Cov€rage {EOC), willprevail.
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70 /80/90/ L00%; limited to
once per tooth within 3 year

period, up to age 14.

70/80/90/700%; service on the
same tooth only once every 5

S120-5210 depending on

denture; limited to once every

5 years

70%; limited to once every 5 | 50%; limited to once every 5

S40-S240 depending on
70%; limited to once every 5 | 50%; limited to once every 5

denture; limited to once every

Not covered

Not covered

7 0180 /90 / 100%; limited to
once per tooth within 3 year

period, up to age 14.

ta tLEt tLt

70/80/90/700%; service on the
same tooth only once every 5

No cost to S280 depending on

procedure

$t0 per tooth; limited to
permanent molars up to age

15

lnlays, Onlays and Cast Restoratio

Removable - Partial Dentures, Full Dentur

Fixed - lnlays, Onlays,

S950-S1,150; based on age

Sgso

S1,700-51,900; based on age

Limited Orthodontic Treatment
lnterceptive Orthodontic Trea

Comprehensive Orthodontic Tr
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