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PACE UNIVERSITY 
181579 

 Effective Date:  01-01-2024 

Dental Benefits Summary 
Active PPO 

With PPOII and Extend SM  Networks 
 Participating  Non-participating 

  Annual Deductible* 

    Individual $50 $50 

    Family $150 $150 

  Preventive Services 100% 100% 

  Basic Services 90% 80% 

  Major Services 60% 50% 

  Annual Benefit Maximum $2000 $1500 

  Office Visit Copay N/A N/A 

  Orthodontic Services** 60% 50% 

  Orthodontic Deductible None None 

  Orthodontic Lifetime Maximum $1000 $1000 

*The deductible applies to:  Basic & Major services only  

**Orthodontia is covered only for children (appliance must be placed prior to age 20).  

Partial List of Services Active PPO 
With PPOII and Extend SM  Networks 

 Participating  Non-participating 

Preventive 

Oral examinations (a)  100% 100% 

Cleanings (a) Adult/Child 100% 100% 

Fluoride (a) 100% 100% 

Sealants (permanent molars only) (a) 100% 100% 

Bitewing Images (a) 100% 100% 

Full mouth series Images (a) 100% 100% 

Space Maintainers 100% 100% 

Basic 

Denture repairs 90% 80% 

Root canal therapy 

Anterior teeth / Bicuspid teeth 90% 80% 

Root canal therapy, molar teeth 90% 80% 

Scaling and root planing (a) 90% 80% 
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If you need emergency dental care for the palliative treatment (pain relieving, stabilizing) of a dental emergency, you are  
covered 24 hours a day, 7 days a week. 

When emergency services are provided by a participating PPO dentist, your co-payment/coinsurance amount will be based  
on a negotiated fee schedule.  When emergency services are provided by a non-participating dentist, you will be  
responsible for the difference between the plan payment and the dentist's usual charge.  Refer to your plan documents for  
details.  Subject to state requirements.  Out-of-area emergency dental care may be reviewed by our dental consultants to  
verify appropriateness of treatment. 

Partial List of Exclusions and Limitations* - Coverage is not provided for the following:  

1. Charges for services or supplies 
·  Provided by a network provider in excess of the negotiated charge. 
·  Provided by an out-of-network provider in excess of the recognized charge. 
·  Provided for your personal comfort or convenience, or the convenience of any other person, including a dental provider 
·  Provided in connection with treatment or care that is not covered under the plan 
·  Cancelled or missed appointment charges or charges to complete claim forms 
·  Charges for which you have no legal obligation to pay 
·  Charges that would not be made if you did not have coverage, including: 
     - Care in charitable institutions 
     - Care for conditions related to current or previous military service 
     - Care while in the custody of a governmental authority 

2. Any charge in excess of any benefit, dollar, visit, or frequency limit stated in the schedule of benefits. 

3. Cosmetic services and supplies including: 
·  Plastic surgery 
·  Reconstructive surgery 
·  Cosmetic surgery 
·  Personalization or characterization of dentures or other services and supplies which improve, alter or enhance  
appearance 
·  Augmentation and vestibuloplasty and other services to protect, clean, whiten, bleach or alter the appearance of teeth  
whether or not for psychological or emotional reasons 
·  Facings on molar crowns and pontics will always be considered cosmetic. 

4. Court-ordered services and supplies - Includes those court-ordered services and supplies, or those required as a  
condition of parole, probation, release or as a result of any legal proceeding. 

5. Acupuncture, acupressure and acupuncture therapy 

6. Crown, inlays and onlays, and veneers unless for one of the following: 
·  It is treatment for decay or traumatic injury and teeth cannot be restored with a filling material 
·  The tooth is an abutment to a covered partial denture or fixed bridge. 
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7. Dental implants, false teeth, prosthetic restoration of dental implants, plates, dentures, braces, mouth guards, and other  
devices to protect, replace or reposition teeth and removal of implants. 

8. Dentures, crowns, inlays, onlays, bridges, or other prosthetic appliances or services used for the purpose of splinting, to  
alter vertical dimension, to restore occlusion, or correcting attrition, abrasion, or erosion. 

9. Dental work that began before you were covered by the plan. This means that the following dental work is not covered: 
·  An appliance, or modification of an appliance, if an impression for it was made before you were covered by the plan 
·  A crown, bridge, or cast or processed restoration, if a tooth was prepared for it before you were covered by the plan 
·  Root canal therapy, if the pulp chamber for it was opened before you were covered by the plan 

10. First installation of a denture or fixed bridge, and any inlay and crown that serves as an abutment to replace  
congenitally missing teeth or to replace teeth, all of which were lost while you were not covered. 

11. General anesthesia and intravenous sedation, unless specifically covered and done in connection with another eligible  
dental service. 

12. Instruction for diet, tobacco counseling and oral hygiene. 

13. Orthodontic treatment except as covered in the Eligible Dental Services section of the schedule of benefits. 

14. Dental services and supplies made with high noble metals (gold or titanium) except as covered in the Eligible Dental  
Services section of the schedule of benefits. 

15. Services and supplies provided in connection with treatment or care that is not covered under the plan. 

16. Replacement of a device or appliance that is lost, missing or stolen, and for the replacement of appliances that have  
been damaged due to abuse, misuse or neglect and for an extra set of dentures. 

17. Replacement of teeth beyond the normal complement of 32. 

18. Services and supplies provided where there is no evidence of pathology, dysfunction or disease, other than covered  
preventive services. 

19. Space maintainers except when needed to preserve space resulting from the premature loss of deciduous teeth. 

20. Surgical removal of impacted wisdom teeth when removed only for orthodontic reasons. 

21. Temporomandibular joint dysfunction/disorder 

22. Dental services and supplies that are covered in whole or in part: 
·  Under any other part of this plan 
·  Under any other plan of group benefits provided by the policyholder 

23. Experimental or investigational drugs, devices, treatments or procedures. 

24. Services, including but not limited to, those treatments, services, prescription drugs and supplies which are not  
medically necessary (as determined by Aetna) for the diagnosis and treatment of illness, injury, restoration of  
physiological functions, or covered preventive services. This applies even if they are prescribed, recommended or  
approved by your physician or dentist. 
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25. Payment for a portion of the charge that another party is responsible for as the primary payer. 

26. Prescribed drugs, pre-medication or analgesia. 

27. Treatment by other than a dentist.  However, the plan will cover some services provided by a licensed dental hygienist  
under the supervision and guidance of a dentist. These are: 
·  Scaling of teeth 
·  Cleaning of teeth 
·  Topical application of fluoride. 

28. Work related illness or injuries. 

Any exclusion above will not apply to the extent that coverage of the charges is required under any law that applies to the  
coverage. 

*This is a partial list of exclusions and limitations, others may apply.  Please check your plan booklet for details. 

Your Dental Care Plan Coverage Is Subject to the Following Rules: 

Alternate treatment rule : Sometimes there are several ways to treat a dental problem, all of which provide acceptable  
results. 

·  If a charge is made for a non-eligible dental service or supply and an eligible dental service that would provide an  
acceptable result, then your plan will pay a benefit for the eligible dental service or supply. 

·  If a charge is made for an eligible dental service but another eligible dental service that would provide an acceptable  
result is less expensive, the benefit will be for the least expensive eligible dental service. 

·  You should review the differences in the cost of alternate treatment with your dental provider. Of course, you and your  
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- You had a tooth (or teeth) extracted after the existing denture or bridge was installed. 
- As a result, you need to replace or add teeth to your denture or bridge. 

·  The present item cannot be made serviceable, and is: 
- A crown installed at least 5 years before its replacement. 
- An inlay, onlay, veneer, complete denture, removable partial denture, fixed partial denture (bridge), or other prosthetic  
item installed at least 5 years before its replacement. 



mailto:CRCoordinator@aetna.com.
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