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Dental Benefits Summary 
             

VANTAGELINKS, LLC  

 

Delta Dental  
PPOSM Network  

Delta Dental 
Premier® Network  

Out‐of‐Network  

 

Based on applicable 
PPO Maximum Plan 

Allowance ‐ No balance 
billing  

Based on applicable 
Premier Maximum Plan 
Allowance ‐ No balance 

billing  

Based on applicable 
Maximum Plan 

Allowance for Out‐of‐ 
Network dentist ‐ 

Balance billing is possible  

Preventive Services  

100%  80%  80% 

 Bitewing x‐rays, as required  

 Emergency palliative treatment  

 Full mouth x‐rays, once in any 36 month period  

 Oral Examinations, twice in any benefit period  

 Periapical x‐rays, as required  

 Periodontal maintenance, twice in any benefit period (subject to 
your prophylaxis frequency limitation)  

 Prophylaxis (cleanings), twice in any benefit period  

 Space maintainers for dependent children under age 16, once in 
5 years  

 Topical fluoride treatments for dependent children under age 
19, once in any benefit period  

Basic Services  

80%  50%  50% 

 Fillings 

 Periodontics 

 Endodontics 

 Simple Extractions 

 Surgical Extractions 

 Sealants for dependents under age 19, once in 5 years 

 General Anesthesia 

Major Services  

50%  50%  50% 

 Bridge repairs & recement  

 Bridges, once in 5 years  

 Crown repairs & recement  

 Crowns, Inlays, Onlays, once in 5 years  

 Denture repairs & adjustments  

 Dentures, once in 5 years  

 Oral Surgery (except for extractions under Coverage B)  

Orthodontia   N/A  

 

N/A  

 

N/A  

  Not covered  

Calendar Year Deductible 
(Applied to Basic and Major services)  

$50 individual  
3X family 

$50 individual  
3X family 

$50 individual  
3X family 

Annual Maximum (Applied to Preventive, Basic and Major services)   $1,000   $1,000   $1,000  
 

 

Dependent Age Limit: 19; 23 if full‐time student; end of calendar year  
         

     

Added Features Included 
 MAXAdvantage  

 

     

         

This is intended to be a summary only.  If a discrepancy occurs the Summary Plan Document will govern.  Please refer to your Summary Plan Description (SPD) for a more complete listing of 
services including plan limitations and exclusions.  Orthodontic treatment in progress may be covered. Benefits provided by the prior carrier will be subtracted from the lifetime maximum 
available from Delta Dental. 

 







Delta Dental MAXAdvantageSM 
Benefit Option

Delta Dental’s MAXAdvantageSM dental benefit option allows groups and their participants to  
receive most preventive and diagnostic services without reducing their plan year maximum benefit 
amount. This means they can maintain their preventive dental care routine while saving their  
annual maximum for other dental services they may need throughout the year.

Benefits without MAXAdvantageSM

Routine Care Example

(2 exams, x-rays, 2 cleanings)
$1,000 annual maximum

100% coverage for routine care 

Delta Dental Pays: $300 
Member Pays: $0 

Benefits Remaining: 
$700

Benefits with MAXAdvantageSM

Routine Care Example

(2 exams, x-rays, 2 cleanings)
$1,000 annual maximum

100% coverage for routine care 

Delta Dental Pays: $300 
Member Pays: $0 

Benefits Remaining: 
$1,000

•	 Routine and comprehensive dental exams, as well as periodontal exams
•	 X-rays, including complete series, periapical, intraoral, extraoral,  

bitewings and panoramic films
•	 Cleanings including perio-maintenance cleanings
•	 Fluoride and fluoride varnishes

What services are included and do not count toward 
the plan year maximum benefit amount?Q

A




