“Dental Care”
DENTAL SERVICES COVERED & PATIENT CO-PAYMENTS


 









This is a partial listing of common dental procedures and only applies to the primary general dentist.  Ask your dentist for a TREATMENT PLAN showing all co-payments in advance.  Lab fees and semi-precious costs are the responsibility of the client.     Certain dentists no longer do amalgam fillings.  Ask in advance.  Changes in the plan may be made at any time.  All specialist referrals must be to a contracted specialist.  Specialist fees will be substantially higher than general dentist co-payments.

*PLAN SOH is the only plan currently available in Hawaii.      
NO DEDUCTIBLE * NO MAXIMUM * NO WAITING FOR MAJOR DENTISTRY
PRE-EXISTING CONDITIONS COVERED * OFFICES IN OTHER STATES
SOH*





PLAN 450V





PLAN SO





PLAN HO





EXAMINATION – PREVENTIVE CARE





EXAMINATION- Routine by Primary Dentist


GENERAL DENTAL X-RAYS


PROPHYLAXIS W/FLUORIDE– (Fluoride to Age 14 included)                                                  (Two Per Year for PLAN HO- One every six months) 


SECOND PROPHYLAXIS for PLAN SO (w/fluoride to age 14)








NO CHARGE


NO CHARGE


NO CHARGE





N/A








NO CHARGE


NO CHARGE


NO CHARGE





35.00








10.00


NO CHARGE


NO CHARGE





NO CHARGE








NO CHARGE


NO CHARGE


26.00





26.00








RESTORATIVE DENTISTRY (Fillings)


AMALGAM -First Surface


AMALGAM –Each Additional Surface


RESIN AND COMPOSITE FILINGS- Anterior (Patient Pays)








15.00


13.00


70% UCR








18.00


15.00


80% UCR











30.00


30.00


70% UCR














26.00


26.00


70% UCR








CROWNS


CROWN FULL CAST (Molars)


CROWN PORCELAIN BASE METAL OR PORCELAIN 








      225.00


      295.00





      


      295.00


      350.00





       


      370.00


      370.00





          


          325.00


          390.00





ENDODONTICS (Root Canals)


ROOT CANAL – 1 CANAL


ROOT CANAL – 2 CANALS


ROOT CANAL – 3 CANALS








      140.00


      225.00


      295.00





 


      195.00


      250.00


      325.00








      250.00


      350.00


      450.00








          191.00


          262.00


          334.00





PERIODONTICS


SUBGINGIVAL CURETTAGE, ROOT PLANNING(Per Quad)


GINGIVECTOMY INCL. POST SURGICAL VISIT (Per Quad)











95.00


      195.00








95.00


      265.00








65.00


      200.00








95.00


          265.00





PROSTHETICS


COMPLETE DENTURE (Upper / Lower, Excluding Extractions)


PARTIAL DENTURE ACRYLIC OR CAST BASE








      325.00





      360.00








      350.00





      395.00








      375.00





      375.00








          422.00





          375.00





EXTRACTIONS- Routine by Primary Dentist


SIMPLE EXTRACTION


EACH ADDITIONAL TOOTH


SOFT TISSUE








25.00


40.00


75.00








45.00


45.00


85.00








35.00


35.00


N/A








38.00


31.00


N/A





OTHER SERVICES- Routine by Primary Dentist


OSHA CO-PAYMENT (Office Visit Charge)


EMERGENCY VISIT (Regular Hours)


BROKEN APPOINTMENT FEE (Within 24 Hours)


NITROUS OXIDE ANALGESIA (When Available)








          6.00


20.00


25.00


5.00








          6.00


30.00


25.00


N/A








          6.00


20.00


N/A


N/A








15.00


28.00


N/A


N/A








ORTHODONTICS – Only by Plan Contracted Specialist (24 Month Treatment)





PLANS HO, SO, 450V		            	AGE UP TO 19          	            AGE 19+			PLAN SOH*


Orthodontic Treatment                           		$2,600.00                  	            $2,700.00			70% UCR (patient pays)


Consultation / Evaluation                                 	35.00       	        	            35.00			70% UCR (patient pays)


Records/Treatment Planning             	    	300.00           	     	            300.00			70% UCR (patient pays)


Retention                                           	   	600.00             	      	            600.00			70% UCR (patient pays)








