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Class I – Diagnostic & Preventive
The deductible is waived for these services. 

100% Coverage of UCR Charges.*
■ Cleanings – once every six months
■ Exams – once every six months
■ Fluoride Treatments – for those up to 

age 18, once every 12 months
■ Bitewing X-rays – one series of four films 

in any six-month period

Class II – Routine
80% Coverage of UCR Charges.

■ Full Mouth X-rays – once every 24 months
■ Fillings
■ Extractions
■ Periodontics
■ Root Canal Therapy
■ Crown Recementation

Class III – Major**
50% Coverage of UCR Charges.

■ Crowns, Inlays, and Onlays
■ Denture Repairs
■ Denture Relines – two office relines 

or one lab reline every 12 months
■ Full and Partial Dentures

Orthodontics***
The Dental 830 Plan includes orthodontic services.

A description of these services can be found in the

Orthodontic Summary of Coverages.

* UCR means Usual, Customary and Reasonable.

** Employees added after a group’s effective date may have a 
one-year wait for major services. Check with your benefits
administrator for details.

*** The above-listed maximum and deductible do not apply to 
orthodontics.

Underwritten by PacifiCare Life Assurance Company, except in
California, where underwritten by PacifiCare Life & Health
Insurance Company, Inc.

Member Service
Monday-Friday, 7 a.m.-6 p.m. Pacific Time

1-800-22-TEETH (1-800-228-3384)
Visit our Web site at www.pacificare-dental.com

Freedom to choose any dentist you wish
The PacifiCare SignatureIndependence (Indemnity)

Plan gives you the freedom to see any dentist you wish.

So, if you already have a favorite dentist, you can stay

with that office and still receive a full range of benefits.  

Comprehensive coverage
The Dental 830 Plan covers a broad spectrum of

dental care, from routine checkups and cleanings to

major services such as crowns and bridges. Services are

reimbursed based on usual, customary and reasonable

charges. Your specific plan description is listed below.

Deductibles & Maximum
Calendar Year Maximum, per person .............................................................................................. $1,500
Calendar Year Deductible .................................................................................................................... $50
Calendar Year Maximum Deductible, per family ................................................................................ $150
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