’a‘Etna Summary of Dental Benefits and Coverage Disclosure Matrix (SDBC)

Part I: GENERAL INFORMATION

Insurer Name: Aetna Life Insurance Company Plan Name: Aetna Dental® PPO

Policy Type: PPO
Effective Date: 01/01/2024-12/31/2024

Insurer Phone #: 1-877-238-6200
Insurer Website: www.aetha.com

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS
AND WHAT YOU WILL PAY FORCOVERED SERVICES. THIS IS A SUMMARY ONLY AND DOES
NOT INCLUDE THE PREMIUM COSTS OF THIS DENTAL BENEFITS PACKAGE. PLEASE
CONSULT YOUR EVIDENCE OF COVERAGE AND DENTAL CONTRACT FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS. FOR MORE INFORMATION ABOUT
YOUR COVERAGE, VISIT THE INSURER WEBSITE AT www.aetna.com OR CALL 1-877-238-6200.

THIS MATRIX IS NOT A GUARANTEE OF EXPENSES OR PAYMENT.

Part ll: DEDUCTIBLES

Deductible |In-Network Out-of-Network

Dental $50 per individual up to $150 per family | $50 per individual up to $150 per family
combined with Out-of-Network combined with In-Network

Orthodontia | None None

e The deductible applies to the following services: Basic & Major.
¢ A deductible is the amount you are required to pay for covered dental services each policy
year before the insurer begins to pay for the cost of covered dental treatment.

¢ In-network services are dental care services provided by dentists or other licensed dental
care providers that contract with your insurer for alternative rate of payment for dental

services.

¢ Out-of-network services are dental care services provided by dentists or other licensed dental
care providers that have notcontracted with your insurer for alternative rates of payment.

165635-267529-759003


http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/
http://www.aetna.com/

Part lll: MAXIMUMS POLICY WILL PAY

Maximums

In-Network

Out-of-Network

Annual Maximum

$2,000 per individual combined
with Out-of-Network

$2,000 per individual combined with In-
Network

Maximum for
Orthodontia

Lifetime or Annual

$1,000 per individual per lifetime
combined with Out-of-Network

$1,000 per individual per lifetime
combined with In-Network

¢ Annual maximum is the maximum dollar amount your policy will pay toward the cost of dental care
within a specific period of time, usually a consecutive 12-month or calendar year period. Not all
services accrue to the annual maximum.

¢ Lifetime maximum means the maximum dollar amount your policy providing dental benefits
will pay for the life of the enrollee. Lifetime maximums usually apply to specific services, such
as orthodontic treatment.

Part IV: WAITING PERIODS

Waiting Periods: A waiting period is the amount of time that must pass before you are eligible to
receive benefits or services for all or certain dental treatments. Does not apply.

Part V: WHAT YOU WILL PAY

All copayments and coinsurance costs shown in this chart apply after your deductible has
been met, if a deductible applies. The Common Dental Procedures fit into one of the following
applicable categories: Preventive & Diagnostic, Basic or Major. The Benefit Limitations and
Exclusions column includes common limitations and exclusions only. For a full list, see the
full disclosure document referenced in the Benefit Limitations and Exclusions column.

Common Dental Catedo In-Network Out-of- Benefit Limitations and

Procedures gory Network Exclusions
Two routine & two problem-focused
exams per year.

Preventive &

Oral Exam Diagnostic No charge No charge For more information about dental
limitations & exceptions, see your
policy documents.

Bitewing X-ray P_reventi\{e & No charge No charge One set per year.

Diagnostic
. Preventive &
Cleaning Diagnostic No charge No charge Two per year.
2
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Common Dental Catedo In-Network Out-of- Benefit Limitations and
Procedures gory Network Exclusions

10% for 10% for
Filling Basic anterior resin | anterior resin

composite composite
Extraction, Erupted
Tooth or Exposed | Basic 10% 10%
Root

0, 0,

Root Canal Basic 10% for 10% for

molar molar
Scalmg and Root Basic 10% 10% FOL_Jr separate quadrants per 2
Planing rolling years.
Ceramic Crown Major 40% 40% Re_placement of existing crown

limited to once every 5 years.

Removable Partial Major 40% 40% Replacement of existing denture
Denture limited to once every 5 years.
Extraction, Erupted
Tooth with Bone Basic 10% 10%
Removal
Orthodontia Orthodontia |50% 50%

Part VI: COVERAGE EXAMPLES

THESE EXAMPLES DO NOT REPRESENT A COST ESTIMATOR OR GUARANTEE OF
PAYMENT. The examples provided represent commonly used services in the categories of
Diagnostic and Preventive, Basic and Major Services for illustrative purposes and to compare this
product to other dental products you may be considering. Your actual costs will likely be different from
those shown in the chart below depending on the actual care you receive, the prices your providers
charge and many other factors. Focus on the cost sharing amounts (deductibles, copayments and

coinsurance) and the summary of excluded services under the plan.
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Dana Has a Dental
Appointment with a New
Dentist

Sam Needs a Tooth Filled

Maria Needs a Crown

New patient exam, x-rays (FMX)

and cleaning

Resin-based composite - one
surface, posterior

Crown - porcelain/ceramic

substrate

Dana's Visit

Dana's Cost

Sam's Visit

Sam's Cost

Maria's Visit

Maria's Cost

Total Cost of
Care

In-network:
$400

Out-of-network:
$550

Total Cost of
Care

In-network:
$150

Out-of-network:
$200

Total Cost of
Care

In-network:
$1,300

Out-of-network:
$1,750

Deductible In-network: Deductible In-network: Deductible In-network:
Not Applicable $50 $50
Out-of-network: Out-of-network: Out-of-network:
Not Applicable $50 $50

Annual In-network: Annual In-network: Annual In-network:

Maximum (Plan | $2,000 Maximum (Plan | $2,000 Maximum (Plan | $2,000

Will Pay) Will Pay) Will Pay)

Out-of-network:
$2,000

Out-of-network:
$2,000

Out-of-network:
$2,000

Patient Cost
(copayment or
coinsurance)

In-network:

$0

Out-of-network:

$0

Patient Cost
(copayment or
coinsurance)

In-network:
10%

Out-of-network:
10%

Patient Cost
(copayment or
coinsurance)

In-network:
40%

Out-of-network:
40%
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Dana's Visit Dana's Cost | Sam's Visit Sam's Cost | Maria's Visit Maria's Cost
In this In-network: In this In-network: In this In-network:
example,Dana | $0 example,Sam | $60 example,Maria | $550
would pay would would
(includes Out-of- pay Out-of- pay Out-of-
copays/ network: (includes network: (includes network:
coinsurance $0 copays/ $65 copays/ $730
and coinsurance coinsurance
deductible, if and deductible, and deductible,
applicable): if applicable): if applicable):
Summary of Annual Summary of Annual Summary of Annual
what is not maximum what is not maximum what is not maximum
covered or applies. Oral | covered or applies. For covered or applies.
subject to a Exam: Two subject to a more subject to a Replacement
limitation: routine exams | limitation: information limitation: once every 5
per year. X- about dental years. For
rays (FMX): limitations & more
One set per 3 exceptions, information
rolling years. see your policy about dental
Cleaning: Two documents. limitations &
per year. For exceptions,
more see your policy
information documents.
about dental
limitations &
exceptions,
see your policy
documents.
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 866-393-
0002.

Smartphone or Tablet
To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination

Aetna complies with applicable California and Federal civil rights laws and does not discriminate, exclude or treat people differently
based on their race, color, national origin, ancestry, religion, sex, marital status, age, gender, gender identity, sexual orientation or
disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.
If you believe we have failed to provide these services or otherwise discriminated based on race, color, national origin, ancestry,

religion, sex, marital status, age, gender, gender identity, sexual orientation or disability, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator, Non-HMO, Civil Rights Coordinator, HMO,

P.O. Box 14462, Lexington, KY 40512, P.O. Box 24030, Fresno, CA 93779,
1-800-648-7817, TTY: 711, Fax: 859-425-3379, 1-800-648-7817, TTY: 711, Fax: 860-262-7705
CRCoordinator@aetna.com CRCoordinator@aetna.com

You can also file a complaint with the California Department of Insurance at www.insurance.ca.gov, or at: Consumer Services
Division, 300 Spring Street South Tower, Los Angeles CA 90013, or at 1-800-927-HELP (4357), TDD: 1-800-482-4TDD (4833).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights if there is a
concern of discrimination based on the federal protected classes which include race, color, national origin, age, disability, or sex.
You can file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services, 200 Independence
Avenue SW., Room 509F, HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Dental policies and plans are insured and/or administered by Aetna Life Insurance Company (Aetna). Providers are
independent contractors and are not agents of Aetna. Provider participation may change without notice.


mailto:CRCoordinator@aetna.com
mailto:CRCoordinator@aetna.com
http://www.insurance.ca.gov/
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

TTY: 711
Language Assistance:

For language assistance in your language call 1-877-238-6200 at no cost.

Albanian -

Ambharic -

Arabic -

Armenian -
Bahasa-Indonesia -
Bantu-Kirundi -
Bengali-Bangala -
Bisayan-Visayan -
Burmese -
Catalan -
Chamorro -
Cherokee -
Chinese -
Choctaw -
Cushite -

Dutch -

French -

French Creole -
German -

Greek -

Pér shérbime pérkthimi falas pér ju, telefononi 1-877-238-6200.
PL7E AMNINCPTT PANGL ATITTHE 0 1-877-238-6200 LLw-¢v::

1-877-238-6200 ddzu=sd & des g3l 1JJE sesb 250 s el 1 g le 1dlpald & des 1 e
Uudduwn (kquljut swnwynipiniuitipnhg oqunytjnt hwdwp quuquhwpbp 1-877-238-6200 htnwjunuwhwdwnpny:

Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-877-238-6200 tanpa dikenakan biaya.

Kugira uronke serivisi z’indimi atakiguzi, hamagara 1-877-238-6200.

AEAF IAEFI O AIFIM F9F 3T 98 NI @IS & GA: 1-877-238-6200 |

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa 1-877-238-6200.

colmes[g¢ soec(ngieg ve0qd oxomeomn§eanagp: q§SEQS 1-877-238-6200 o3, e&:esl o3k
Per accedir a serveis lingiiistics sense cap cost per voste, telefoni al 1-877-238-6200.

Para un hago' i setbision lenggudhi ni dibatde para hagu, dgang 1-877-238-6200.

GIYPA SOhHOA OCGOLINA L ATOA ACGEGWANJ DY, OrHBWE'D 1-877-238-6200.
SNER(ERRERE SRS | FRELE 1-877-238-6200,

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla, | paya 1-877-238-6200.

Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-877-238-6200.

Voor gratis toegang tot taaldiensten, bell 1-877-238-6200.

Afin d'accéder aux services langagiers sans frais, composez le 1-877-238-6200.

Pou jwenn sévis lang gratis, rele 1-877-238-6200.

Um auf fir Sie kostenlose Sprachdienstleistungen zuzugtreifen, rufen Sie 1-877-238-6200 an.

o VoL ETILKOLWVWVHOETE XWPLG XPEWON LE TO KEVTIPO UTIOOTNPLENG TteEAATWY 0TN YAwooa oag, TnAedwvrote otov aplBuo 1-877-238-6200.



Gujarati - dUR 518 %ldetl WY dlell iyl A1l uellz 1i2, sld $20 1-877-238-6200.

Hawaiian - No ka wala‘au ‘ana me ka lawelawe ‘lelo e kahea aku i kéia helu kelepona 1-877-238-6200 Kaki ‘ole ‘ia kéia kokua nei.
Hindi - 3mas fAT 9 e SFa & oo Janst F1 3T F F A, 1-877-238-6200 I HieT A

Hmong - Xav tau kev pab txhais lus tsis muaj ngi them rau koj, hu 1-877-238-6200.

Igbo - lji nwetadhéré na oru gasi asusu n'efu, kpoo 1-877-238-6200.

llocano - Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti 1-877-238-6200.
Indonesian - Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-877-238-6200.

[talian - Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-877-238-6200.

Japanese - SEt —EREER T ORI IS, 1-877-238-6200 ETHEE 21

Karen - o0t e1sT 033001 G113 007 61051 61005 0OTBE G130 YL BB B S 3z 1-877-238-6200 >0
Korean - F & A0 MH|AE 0| 8512 ™ 1-877-238-6200 HO 2 H3ls FAA|L.

Kru-Bassa - M dyi wudu-du ka ko do bé dyi mbun ni Pidyi ni, nii, d4 ndba nia ke: 1-877-238-6200.

Kurdish - 1-877-238-6200 (. 5 o puciis JlBogsicnngy o & S5potns 3l s Splcs onits S5 550 5 5 o 8035 S o Sl ecs

Laotian - w e 18 nauddnavwasa oot sedadfuiiou, WHinmald 1-877-238-6200.

Marathi - SIVTTATE! YeIhITAATT AT HaT R HIOMIATATST 1-877-238-6200 T BlsT &hl.

Marshallese - Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-877-238-6200.

Micronesian Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-877-238-6200.

Pohnpeyan -

Mon-Khmer 2 UHUSSUUNSRINAYEMMNE URSASSUTINIUSINAHSH T gawisinsswimssns 1-877-238-62004.
Cambodian -

Navajo - T'aa ni nizaad k'ehji bee nika a'doowol doo baah ilinigdd kojj" hoine 1-877-238-6200.

Nepali - foT:Q[eleh ST |aT WY aTelel 1-877-238-6200 AT STABIST A8 |

Nilotic-Dinka - Té koor yin wéér de thokic ke cin wéu kor keek ténan yin. Ke cal kac ye kac kuany ne nomba 1-877-238-6200.

Norwegian - For tilgang til kostnadsfri spraktjenester, ring 1-877-238-6200.



Pennsylvania Dutch -

Persian-

Polish -
Portuguese -
Punjabi -
Romanian -
Russian -
Samoan -
Serbo-Croatian -
Spanish -
Sudanic-Fulfude -
Swahili -

Syriac-

Tagalog -
Telugu -

Thai -
Tongan -

Trukese -
Turkish -

Ukrainian -

Urdu-
Vietnamese -

Yiddish -

Yoruba -

Um Schprooch Services zu griege mitaus Koscht, ruff 1-877-238-6200.

c 280 i 1-877-238-6200 o bed L «080l ) sk 4x gl 3 s 4y as i sl 0

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych prosze zadzwonoé 1-877-238-6200.
Para acessar os servigos de idiomas sem custo para vocé, ligue para 1-877-238-6200.

373 B gft 9fft iz erethut gmr Reret <t 2g3 fas Tt 1-877-238-6200 3 @& a1

Pentru a accesa gratuit serviciile de limba, apelati 1-877-238-6200.

[ns Toro utobbl GecnnaTHO NOAYYUTbL MOMOLLL NepeBoAYMKa, N03BOHUTE no Tenedory 1-877-238-6200.
Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le 1-877-238-6200.

Za besplatne prevodilacke usluge pozovite 1-877-238-6200.

Para acceder a los servicios de idiomas sin costo, llame al 1-877-238-6200.

Heeba a nasta jangirde djey wolde wola chede bo apelou lamba 1-877-238-6200.

Kupata huduma za lugha bila malipo kwako, piga 1-877-238-6200.

@ o oo dud o iy hieda <l QL BN amsie e 1-877-238-6200 .

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-877-238-6200.

35550 28 Bdere30 535018 9050505 0%, 1-877-238-6200 3 ES 30H0A.

mniudasnsidfansinimednuntenlaalafiAnldeane Tlsalng 1-877-238-6200.

Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa, telefoni ki he 1-877-238-6200.

Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori 1-877-238-6200.
Sizin icin Ucretsiz dil hizmetlerine erisebilmek icin, 1-877-238-6200 numarayi arayin.

o6 oTpMmaTi 6e3KOLITOBHMIN A0CTYN A0 MOBHMX NOCAYT, 3343BOHITb 3a Homepom 1-877-238-6200.
oS Wby 1-877-238-6200 = S =S deals ledd adlatia s ) Credlly

N&u quy vi muén sir dung mién phi cac dich vu ngdn ngit, hay goi téi s6 1-877-238-6200.
1-877-238-6200 |90 'R IX T!M19 "7 |'N [VAIITR] WOINY UMVIX IX

Lati wonu awon ise édeé I'ofe fun o, pe 1-877-238-6200.



