Family max $150

Family max $150

Family max $150

Family max $150
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Voluntary Dental Plans
For effective dates May 2024 and beyond
PASSIVE PPO PASSIVE PPO ACTIVE PPO PASSIVE PPO PASSIVE PPO
100%/80%/0%-$750 100%/50%/50%-$750 100%/80%/50%-$1,000  100%/80%/50%-$1,000 100%/80%/50%-
$1,500 with Ortho*
Coinsurance
Type 1—Preventive 100% 100% In-network: 100% 100% 100%
Services Out-of-network: 80%
Type 2—Basic Services 80% 50% In-network: 80% 80% 80%
Out-of-network: 60%
Type 3—Major Services 0% 50% In-network: 50% 50% 50%
Out-of-network: 50%
Annual Deductible $50 Type 2 $50 Type 2 &3 $50 Type 2&3 $50 Type 2& 3 $50 Type 2& 3
(calendar year) Waived Type 1 Waived Type 1 Waived Type 1 Waived Type 1 Waived Type 1

Family max $150

Calendar Year Maximum $750 $750 $1,000 $1,000 $1,500
(per person)
Out-of-Network 90th U&C 90th U&C In-network: Contracted fee 90th U&C 90th U&C
Allowance Out-of-network: 90th U&C
U&C = Usual & Customary
Routine Exam (1in 6 mos.) 100% 100% In-network: 100% 100% 100%
Out-of-network: 80%
Cleaning (1in 6 mos.) 100% 100% In-network: 100% 100% 100%
Out-of-network: 80%
X-rays 100% 100% In-network: 100% 100% 100%
(according to schedule) Out-of-network: 80%
Endodontics Not covered 50% In-network: 50% 80% 80%
Out-of-network: 50%
Periodontics Not covered 50% In-network: 50% 80% 80%
Out-of-network: 50%
Anesthesia Not covered 50% In-network: 50% 50% 80%
Out-of-network: 50%
Orthodontia* Not covered Not covered Not covered Not covered Covered 50% to $1,000
*Dependent children only. et ma)f.,.subjec.t s
No waiting period.
Ameritas Dental Not included Not included Not included Included. See descriptionon  Included. See description on
Rewards® CBIA’s website (cbia.com) CBIA’s website (chia.com)
Monthly Rates
Employee $33.96 $36.88 $40.64 $49.64 $58.44
Employee & Spouse $64.08 $70.16 $77.44 $94.68 $111.20
Employee & Children $88.00 $86.12 $92.96 $116.00 $141.24
Family $18.12 $119.48 $129.80 $161.04 $194.00

This document is a benefit highlight. It is not a certificate of insurance. See the carrier policy/certificate for a detailed description of benefits and terms, including a complete list of covered proce-
dures and exclusions and limitations. Underwritten by Ameritas Life Insurance Corp. Ameritas, the bison symbol and “fulfilling life” are service marks or registered service marks of Ameritas Mutual
Holding Company and are used with permission. Call the number on your ID card if you have questions about your benefits.

CBIA Service Corp.

Connecticut Business & Industry Association | 350 Church Street, Hartford, CT 06103-1126 | 860.244.1900 | cbia.com/insurance
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For Companies with 2-50 Employees
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DENTAL INSURANCE

An important part of every employee benefits program is dental insurance that fits your

budget and your employees’ needs. That's why CBIA Health Connections offers employers
both group and voluntary dental insurance through Ameritas. Either way, you're getting a
great program with valuable plans that give employees access to the dental care they need. |

GROUP DENTAL PLANS

CBIA Health Connections offers a variety of affordable group dental insurance plans through
Ameritas. These plans are exclusive to CBIA and offer a choice of plans with or without
orthodontic coverage. CBIA’s group dental plans only require 40% participation to take
advantage of these affordable benefits.

VOLUNTARY DENTAL PLANS

Our Ameritas voluntary dental plans offer cost-effective benefits that allow employees to

choose whether to participate and cover the costs. CBIA’s voluntary plans help employers
keep benefit costs down while allowing employees to buy benefits at group rates with the
convenience of payroll deductions. CBIA Health Connections offers plans with and without
orthodontic coverage. Our voluntary dental plans have no participation requirements.



cbia
connections 2-50 Employees fulfilling life
DENTAL For effective dates May 2024 and beyond
ACTIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO PASSIVE PPO
100%/100%/60%-$700 100%/80%/50%-$1,250  100%/80%/50%-$1,250 100%/80%/0%-$1,000  100%/80%/50%-$1,000  100%/80%/50%-$1,000  100%/80%/50%-$1,500 100%/80%/50%-$1,500  100%/80%/50%-$2,000  100%/80%/50%-$2,000
with Ortho* with Ortho* with Ortho* with Ortho*
Coinsurance Coinsurance Coinsurance
Type 1—Preventive Services 100% Type 1—Preventive Services 100% 100% Type 1—Preventive Services 100% 100% 100% 100% 100% 100% 100%
Type 2—Baslc Servces 100% Type 2-—Basic Services 0% 0% e e | R I S T D R
Type 3—Major Services 60% Type 3—Major Services s o Type 3—Major Services 0% 50% 50% 50% 50% 50% 50%
Annual Deductible calendar year) S Annual Deductible (calendar year) , . Annual Deductible (calendar year)  $50 Type 2 &3, Waived Type 1, $50 Type 2 &3, Waived TypeT, $50 Type 2 &3, Waived Type 1, $50 Type 2 &3, Waived Typel,  $50 Type 2 &3, Waived Type T,  $50 Type 2 & 3, Waived Type 1, $50 Type 2 & 3, Waived Type 1,
$50 Type 2 &3, Waived Type 1, $50 Type 2 & 3, Waived Type 1, Family max $150 Family max $150 Family max $150 Family max $150 Family max $150 Family max $150 Family max $150
Family max $150 Family max $150
Calendar Year Maximum (per person) §700 Calendar Year Maximum (oer person) $1250 P Calendar Year Maximum (per person) §1,000 1,000 §1,000 §1,500 §1,500 $2,000 $2,000
- clai - clai -of- i 80th tile of U&C i i i i i
Out-of-Network Allowance 50/50/50 Out-of-Network Allowance U&C does not apply; claims are  U&C does not apply; claimsare  Qut-of-Network Allowance 80th percentile of U&C percentile 0 80th percentile of U&C 80th percentile of U&C 80th percentile of U&C 80th percentile of U&C 80th percentile of U&C
USC = Usual & Customary URC = Usual & Customary paid at the network fee level  paid at the network fee level ~ U&C = Usual & Customary
Diagnostic Services
'?,ias!!9_s,t,i9,$9!\!i§9§ ..................................... '?i?ﬂ',‘f!?!i????}(@?? ........................................................................... oo R R oy e T T, e e T
Routine Exam (lin6 : 100% Routine Exam (1in 6 mos.) 0, @ 00000000 G00000090600060000G06000065G0600000060600000060[0006060000000060600000060000 00600000600600000090606000000fbG00000000606000000600000050c(Mb000006060000006000000006000JME00600060000606060000606006000d
.................. e e e O Yerays ccording o schcl) 100% 100% 100% 100% 100% 100% 100%
X-rays (according to schedule) 100% X-rays (according to schedule) 100% 100% Preventive Services
PreventlveSerwces ..................................... PreventlveSerVIces gty e ey e s e ey g s g e g e Gt
Cleaning a s mom o CGeaingcneney oo oo NN T T [ T I e e R S i
" Sealants oo o Sealants (er oot o0 00 Fioaride iniiciion < e S R T I I T R
_ S T et L ourlce
Flouride Application 100% Flouride Application 100% 100% (with cleaning)
. . inceaningy [N I .. .................................. (K. O e O
(with cleaning)  (uinceanna | Space Maintainers 100% 100% 100% 100% 100% 100% 100%
Space Maintainers 100% Space Maintainers 100% 100% - -
Basic Services
'.3.8.'5 !F.??.’.Y'.‘.‘?.S .................................................. Bf"'.s.'.c. §?.ry.'.c.e?§ ................................................................................. Amalgam filling (2 surfaces) 80% 80% 80% 80% 80% 0% so%
- o . R ... . ... eieee....... NN RIRRRRRRRON . SRREERRRERRERAORRIRRIRRS  SERRERERRRR IR NSSRIRRSIRRRSESSIRRRERRRERN EERRRRRNRIRNRSSSERNIRIRSRI  IESRRRRRRRIER S IRRERRRORN IR
.. Amalgam filing Gsutoces) 00% . Amalgamfilling Quteces R . R Resin filling (2 surface,aterion 80% B0% 80% 80% B0% 80% 80%
Resin illing st et o Resin fling C artoce, o 805 80 e gery e E N S I S P R Sty
............................................................................... s oot :
Oral Surgery (extraction of 100% Endodontics (oot canal therapy) 80% 80% exposed oot or erupted o) ... N [ [ [ S N
exposed root Or erupted tooth) ...... : ...... IORORRARRARRRRRRRRARRRRN 0 unonanooun oD ies s nnousea e o oo Oral Surgery (removal Of 80% 80% 80% 80% 80% 80% 80%
Periodontics 80% 80% impacted tooth; partially bony)
MaiOr Services (SCa|Ing and root planlng) .....................................................................................................................................................................................................................................................
ererernreeeirasecirarecernseconaeseo. NIRRRNUNRNIEE C c cccc ot o cceseeccsereeeen s e R R Endodontics (bicuspid root canal therapy) 80% 80% 80% 80% 80% 80% 80%
Anesthesia 80% 80%
CompleteUpperDenture 60% ........... SRR - ; ............................. (;............. ...............; ............................. SRR R ARREEEEEEE (R 0. ............................ (.) ..............
....... NGRS @ W ] Endodontics (molar root canal therapy) 80% 80% 80% 80% 80% 80% 80%
Partial Upper Denture 60% Major Services L L L L L e
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ rconccnon SIS - - oo soosuoosiooson ecsonceooscossonsonionasog Periodontics 80% 80% 80% 80% 80% 80% 80%
i T 0/ 0/
. Crown Gorcelain withnoblemeta) B Complete Upper Denture 0% S (scaling and root planing; per quadrant)
mnesthesa 6% bt U Dentune o o IHIUIIURUURENNEY 1 FUR e 1 S e
Oral Surgery emoral o IR T P T T AP (osseous surgery:per it
.. Impacted tooth; partially bony) .., 60%) U Crown(porcelam \'N'It'h. nOblemetaD ................. 50% ........................ 50% ............. A e th B R PP PR R PR PR
nesthesia 80% 80% 80% 80% 80% 80% 80%
... Endodontics oot canaltherapy) R Oral Surgery 20% 20% 0 ° ° ° 0 ° 0
Periodontics 60% Major Services
(T o e T S S S T O PP PP
Orthodontia* None Orthodontia* None 50% 10 §1,000 lfetime may  COMPlete UpperDenture R . B B B B D T S R
Partial Upper Denture 0% 50% 50% 50% 50% 50% 50%
"(.)'Ij.t'l.‘l’l'y”Rua'tSS’ .......................................... M..qn.t'l?!y"R.a'?gﬁ'.'.'”..'.'.“”.'.'.'....'...'....'..."...'.... D .c.r.o.wI.‘.(.poo.r&éloa;n.‘.Nolt.r{h(.).blne.ljr{e.télo) ..................... .0.0/.0 ........................... 5. 0.(;/0. ......................... 5.(.);4; ......................... .5.0.0/.0 .......................... éb'%;““““““' .............5.().% .......................... 5.6;/; .............
Employee $19.84 Employee $29.68 $29.68 .
Employee & Spouse $40.08 Employee & Spouse $60.04 $60.04 Orthodontia* none none 50% to $1,000 lifetime max none 50% to $1,000 lifetime max none 50% to $1,000 lifetime max
Employee & Children $43.80 Employee & Children $64.72 $70.84
Family $64.04 Family $95.08 $101.16 Monthly Rates
Employee $34.16 $37.36 $37.36 $43.88 $43.88 $50.04 $50.04
Employee & Spouse $68.36 $75.48 $75.48 $88.52 $88.52 $100.76 $100.76
*Orthodontic coverage is available for dependent children only. Covered Expenses will not include and benefits will not be payable for Employee & Children $83.80 $87.12 $93.12 $98.76 $104.72 $111.40 $117.56
expenses incurred on or after the Insured's 19th birthday. Family $118.00 $125.24 $131.24 $143.40 $149.36 $162.08 $168.32





