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	Dental Premium
	Total
	Employee
	Total 
	Employee
	Total
	Employee

	       
	Delta PPO       
	Share
	Delta Premier
	Share
	Willamette
	Share

	EE Only
	$57.57 
	$5.18 
	$62.31 
	$5.61 
	$55.16 
	$4.96 

	EE+ Child(ren)
	$97.87 
	$8.81 
	$105.90 
	$9.53 
	$93.84 
	$8.45 

	EE + Spouse
	$115.12 
	$10.36 
	$124.59 
	$11.21 
	$110.33 
	$9.93 

	Family
	$155.43 
	$13.99 
	$168.21 
	$15.14 
	$149.00 
	$13.41 
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Members can utiize any licensed providers on the Premier plans and receive in-network benefitlevel. However, the out-of-network providers
may billyou for any amount above the maximum plan alowance.

Preventive services will not accrue toward the plan maximum.

The $1,500 (Kaiser) and $1,800 (Delta Dental) lfetime maximum coverage s separate from the $1,750 annual maximum coverage.

Benefits payments increase by 10% each plan year provided the member has visited a Delta Dental PPO provider at least once during the plan year.
For implant surgery only

Benefits for implant surgery have a benefit maximum.

AS$10 office visit copay applies to each offce visi, except the first new patient preventive visit for members who have not previously seen a
participating provider.
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This information gives a high-level summary only. See plan documents for details.

2023 PEBB dental plans summary comparison
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Plan provider

status.

Benefit plans

Deductible:
individual/family
Annual maximum
(max) coverage
Diagnostic and
preventive services

Basic and
maintenance
services

Crowns
Implants

Dentures
Orthodontia
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Delta Dental PPO
(full-time and part-time)

Delta Dental
Premier!
(full-time and
part-time)

Delta Dental
Premier!
Part-Time

(part-time only)

Out of ipating
network provmers pmvmers

$50/$150
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0%, no
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20%-year 1*
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50%

50%
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$50/$150
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20%
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50%
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50%
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50%
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Willamette
Dental Group

(full-time and
part-time)”

None

No annual
maximum®
Covered with
office visit copay

$20 copay for
filings, other
basic services
covered with
office visit copay
$250 copay
$1,500 per
year max®
$290 copay
$2,500 copay
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